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Abstract 
Health concepts, peer-helping behaviours and the role of the peer network in 
passing health information was explored among street-involved youth in a city in 
northern British Columbia. Perceptions of 21 youth were gathered through interviews 
and/or focus group discussions. Data were analyzed using content analysis and were 
viewed through the lens of the health belief and health promotion models. Results 
indicate that street-involved youth form peer groups and that these peer groups provide 
some positive support but also reinforce some unhealthy behaviours. The youth provide 
one another with some information related to their health and are able to provide 
guidance as to who would prove to be effective peer health counsellors. Youths' 
descriptions of what it means to be healthy depict mainly physical states of health and 
convey that the youth either have not incorporated a broad or holistic sense of health into 
their health concepts or are simply unable to express it. Exceptions to this limited view of 
health are among older youth who have had exposure to counselling. The Health 
Promotion Model was useful in explaining links between the health concept of street 
involved youth and its implications for the development of effective peer programs. The 
Health Belief Model was useful in calling attention to some of the perceived barriers to 
health action that could be minimized through an effective peer program. Implications 
for further research into factors underlying variations in health concepts and peer-helping 
behaviour in street-involved youth are discussed. 
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CHAPTER 1 
Introduction 
This exploratory study examines the way that street youth conceptualize 
health, how they help one another, and how their peer network is used to pass health 
information. The original concept for this study came out of my experiences working 
at a drug and alcohol services society in 1996. The two groups I worked with at that 
time were a) a group of high school students involved in a school-based peer-
counselling program, and b) a group of at-risk youth, most of whom were street-
involved. The students in the former group had experiences that were very different 
than the youth in the latter group. At that time I began thinking about street-involved 
youth and peer programming and wondered how a peer health counselling program 
for those youth might be most effective. Based on my knowledge of street-involved 
youth, I suspected that the program would have to come from a different perspective 
than that of health education for mainstream youth. It would need to be informed by 
an understanding of how those youth view health and how they already help one 
another in their social networks. The findings of this research raise questions about 
the relationship between street-involved youths ' health concepts, peer affiliations and 
peer-helping behaviours and attitudes and contribute to an increased understanding of 
these issues with a view toward contributing to the development of effec;tive peer 
programs for this sub-population. 
There are various terms used in the literature to describe youth who spend 
time on the streets. These include street youth, street kids, out-of-mainstream youth, 
homeless youth and street involved youth (Carr, 1998; Plympton, 1997). Street youth 
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is the most common term and refers to a range of youth, from those who literally 
sleep on the streets regularly to those who spend time on the streets intermittently 
between stays in temporary accommodation. In Prince George, a northern city with 
harsh winters, few youth actually sleep on the streets but a number are involved in 
street life. That is, the youth who socialize, work or become criminally involved 
downtown and do not go home to a fixed address at the end of the night are among 
what many refer to as street youth in Prince George. In this thesis, these young people 
will be referred to as street-involved youth. I chose this term because it allows the 
youth to have more than one dimension. To be street-involved implies that there are 
other involvements as well. In the case of the youth I spoke with, the time they spent 
on the street did not define them as a whole, although it was an integral part of who 
they were. · 
The demand for peer-helping programs has been increasing and the most 
recent surge of interest is aimed at peer-helping for out-of-mainstream-youth 
including youth who are on the street (Carr, 1998; Harper & Carver, 1999). The few 
peer programs that are aimed at street-involved youth have been largely unevaluated 
and are generally based on the same model as the in-school peer-counselling 
programs (Carr, 1998). Due to the lack of evaluation it is difficult to determine 
whether peer programs for street involved youth, particularly those related to health 
education, are meeting the needs of that sub-population. In order to devise effective 
health education and health promotion programs, values, knowledge and meanings of 
the learner are very important (Bunton & MacDonald, 1993). There is a paucity of 
literature on street youth and in particular we have little knowledge about their 
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thoughts and attitudes toward health, as well as the functioning of their peer networks 
in relation to peer-helping. This thesis will discuss street-involved youth, their peer 
affiliations, peer-helping behaviours and health concepts. In part, the usefulness of 
this discussion for peer-program planning rests on the assumption that understanding 
more about the target group, that is, street-involved youth, will inform program 
planners and therefore potentially increase the appropriateness and thereby the 
effectiveness of programs serving this group. The values and quality of the 
relationships that make up a sub-culture are arguably some of the most powerful 
influences over the health of the group that inhabit it (Young & Williams, 1989). If 
the development of peer health programs for street-involved youth can be based on a 
better understanding of how youth perceive health, how they interact with peers, and 
who they turn to on the street for information and/or assistance, presumably the 
population can be better served. 
Theoretical models that try to explain individual decision-making in regard to 
health can be useful when examining the health beliefs, group dynamics and helping 
behaviours of street-involved youth. Elements of both the Health Belief Model 
(Becker, 1974) and the Health Promotion Model (Pender, 1987) were used to frame 
some of the findings of this research and although these models were not the basis for 
the research approach, they are useful in explaining the focus of the research 
questions which were: 
1. How do street-involved youth define health? 
2. How does the peer network of street-involved youth play a role in peer-helping 
attitudes and behaviour? 
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The Health Promotion Model and the Health Belief Model help in providing a 
rationale for looking at particular factors that influence the health actions taken by 
individuals. According to the Health Promotion Model, an individual's definition of 
health, among other factors, has an effect on whether or not the individual takes up 
particular health-promoting behaviours. According to the Health Belief Model, the 
perceived threat of an illness is directly related to whether an individual takes action 
to improve health conditions. The perceived threat is in tum influenced by social 
dynamics. Elements of both models are described in greater detail at the end of this 
chapter. 
In Chapter Two, I will first discuss the existing literature that addresses street-
involved youth, peer networks, peer-helping and health concepts, and will use 
elements of the Health Promotion Model and the Health Belief Model to discuss the 
significance of these areas. Chapter Three will address the methodology undertaken in 
the research. Chapter Four will discuss the concept of marginalization and how 
street-involved youth are marginalized in our society. I will take the opportunity in the 
first section of Chapter Four to discuss the properties of marginalization and then I 
will use examples from discussions with participants to illustrate these properties. 
Chapters Five and Six discuss the findings related to health concepts and peer 
affiliations of street-involved youth. Finally, Chapter Seven will summarize the 
findings and using a combination of variables from the Health Promotion Model and 
the Health Belief Model, will discuss implications for those working with street-
involved youth and especially for those developing peer-helping programs. 
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CHAPTER TWO 
Literature Review 
Behaviours, attitudes and beliefs are in part shaped by the socio-cultural 
environment in which an individual lives (Pender, 1987). Therefore, in order to create 
a context in which peer-helping behaviours, attitudes and health concepts can be 
understood in relation to one another, the context within which street-involved youth 
live must be understood. While literature on street-involved youth is widely 
available, the number of studies related to the particular topics of this thesis are 
limited. In particular, there was very little literature found addressing health concepts 
of or peer programming for street-involved youth. Due to this limitation, a number of 
studies examining these topics in relation to youth as a whole and in relation to street-
involved adult populations have been included. 
After first briefly reviewing the literature concerning street-involved youth I 
will then describe the culture of street-involved youth as it relates to the functions of 
street families and discuss peer-helping as an option for formalizing the helping 
networks among youth. The latter part of this literature review will discuss health 
concepts, focusing on those of adolescents. Finally, I will introduce the Health Belief 
Model and Health Promotion Models and outline how they help frame the basis in 
this thesis for examining street culture, peer-helping behaviour and health concepts of 
street-involved youth. 
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Street-Involved Youth and the Challenges They Face 
Defining the population of youth on the street is difficult. Street-involved 
youth include those who are throwaways (left home involuntarily), runaways (left 
home voluntarily) and systems youth who have left foster care and have not found 
permanent residences. The latter group may include those who are absent without 
leave (AWOL) which is approximately 2% of youth in care at any one time, or those 
who leave the system when they reach the age of majority but find that they have 
nowhere to go (Task Force on Safeguards for Children and Youth in Foster or Group 
Home Care, 1997). 
Street-involved youth can be located on a continuum depending on the extent 
of their involvement in street culture (Caputo, Weiler, & Kelly, 1994). On one end of 
the continuum are youth who run away from home on an occasional weekend but 
return home after spending only a few days on the street or in friends' apartments. On 
the other end of the continuum are those youth who literally live on the street, 
sleeping in alleys or in abandoned buildings downtown. Generally, the more time 
youth spend on the street, the further entrenched they become into street culture 
(Caputo, Weiler & Kelly, 1994). Youth on this street-involved continuum can be in 
several categories at the same time (delinquent, runaway, street kid), and they can also 
quickly move from one category to another (Carr, 1998). The youth that participated 
in this research were often referred to by youth workers as street kids or high risk 
youth. 
Street-involved youth are one of several sub-populations that exist on the 
margins of society. They are not accepted into the mainstream and have trouble 
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accessing resources that are designed for those who hold power. Typically, members 
of our society tend to see street people as the victims of their own laziness. As 
O'Reilly Fleming (1993) states in his writing on the Canadian homeless, "their 
condition is viewed as pathological, self-induced, and self selected" (p.6). Although it 
has been noted that adolescents are marginalized merely by the fact that they occupy 
the developmental stage between childhood and adulthood, street-involved youth are 
marginalized by this and many other conditions of their lives. As Plympton ( 1997) 
stated in her study of street families, "Street youth belong to a disenfranchised 
culture" (p. 82). A more detailed discussion of the marginalization of street-involved 
youth appears in Chapter Four. 
There have been several studies on street people in Canada but few that 
address health concerns of street-involved youth. Findings from recent Canadian 
studies show that compared with mainstream youth, street-involved youth are more 
likely to face the following problems: physical and/or sexual victimization, unstable 
family history, substance misuse, poverty, poor physical health, poor mental health, 
low self-esteem, social isolation, criminal behaviour and unemployment (McCarthy, 
1995; Smart & Ogbome, 1994). Although not all street-involved youth face the same 
challenges, some problems are more common than others. In particular, the studies 
noted that dysfunctional family histories were common in the backgrounds of street-
involved youth. For example, the most recent study of street-involved youth in 
Vancouver found that chronic family violence was the leading reason that youth leave 
home (McCarthy, 1995). The health challenges that street-involved youth face, such 
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as drug addiction and depression, exacerbate their problems on the street and are 
reflective of their personal histories (Smart & Ogborne, 1994 ). 
Major resources that are important in the transition from adolescence to 
adulthood are often lacking in the lives of troubled youth. These resources include: 
family and other relational support, school and other experiences that build social 
skills, part-time employment that develops habits required in adult employment, and 
opportunities for successful full-time careers (Hagan & McCarthy, 1997; Plympton, 
1997). Without these resources, most street-involved youth will experience profound 
difficulties making the transition from adolescence to adulthood (Plympton, 1997). 
Of the challenges that they face, the lack of family and other relational support 
emerge in the literature as the most problematic for street-involved youth (Hagan & 
McCarthy, 1997, McCarthy 1995). It is this need for a support system that forms the 
basis of the development of street families. 
Street-Involved Youth and Their Peer Affiliations 
Most street-involved youth generally have relationships with three groups: 
their peers, workers from social service agencies, and in some cases, original family 
members (Plympton, 1997). Peers on the street provide the social environment in 
which the youth spend most of their time, social service agencies keep youth 
connected to services such as foster care or counselling, and family members provide 
a link to home. In order to understand how the youth help one another and pass health 
related information amongst themselves, it is necessary to look more closely at their 
peer relationships. 
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Many studies touch on the peer relationships of street-involved youth but only 
a few examine functions of these relationships. A recent study on the creation of street 
families by street-involved youth offers some insight into the needs those families 
satisfy. Plympton (1997) found that some youth form street families which copy the 
dysfunctional family model similar to their family of origin. For example, on the one 
hand, physically abused youth often end up in situations where they are sexually 
exploited by peers on the street. On the other hand, the street families help in 
negotiating the dangers involved in street life by contributing to the development of 
street-specific skills. In another study looking at peer relationships on the street, 
Terrell (1997) found that the street family offered both protection and a sense of being 
normal among peer members. The youth build routines together and sometimes watch 
out for one another. Like Plympton, Terrel found that the street family also increases 
damage to some street-involved youth. In her US study, Terrel examined the link 
between aggravated assaults among homeless adolescents and aggressive and abusive 
parents. Her findings indicated that adolescents who came from abusive homes are 
also involved in abusive relationships on the street. Additionally, she states that there 
are strong indications that the street life situations of adolescents have a large impact 
on whether they will become assaulted. Terrel argues that the loyalty and commitment 
of street families is mainly to the concept of family, and not to the actual members. 
The relationships forged in street families are transient and insufficient in providing 
much needed stability in the lives of the adolescents. 
Social ties between youth who are involved in crime or in the criminal justice 
system are sometimes referred to in the literature as 'delinquent friendships' (Marcus, 
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1996). While not all street -involved youth have had exposure to the judicial system 
because of their own behaviour, a vast majority has had experience _with crime and 
therefore, findings on friendships among delinquents are relevant. A meta-analysis of 
the literature revealed that friendships among delinquents are shorter lived and more 
fraught with conflict than are those of non-delinquent youth (Marcus, 1996). 
Delinquents have also found to be lacking in empathy, an important skill in 
establishing intimacy with others. These findings support other findings on street 
families, which suggest that the relationships may be intense but not long lasting or 
secure. This lack of security may play a role in the kind of support that street-involved 
youth can offer one another. Short lived relationships may be able to be of assistance 
when the needs of the street-involved youth are short term, but longer term support 
may not be available within this community. 
The existing literature reviewed for this thesis addresses the various roles 
played by the street community but it does not explore the particular functions of 
those roles in detail. Although it is acknowledged that helping relationships do exist 
on the street, it would be useful to explore how health-related information is passed 
through the informal network, and who the youth tend to turn to in terms of getting 
information. 
Peer-Helping 
The term 'peer-helping' will be used in this thesis as an umbrella term that 
includes all programs, some formal, others informal, where youth serve other youth. 
The services provided can include counselling, information sharing, tutoring, 
mediation and life skills. Related terms include peer support, peer education, peer 
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programs and peer-counselling. Peer-helping is based on an understanding of the 
developmental stage of adolescence as a time when youths must establish their own 
identity (Delgado, 1997). As children mature into adolescents, they internalize values, 
attitudes, knowledge and interests that serve to form their identities as unique 
emerging adults. It is during this period of internalization that health behaviours are 
often developed (Bentler, 1987). Although family influence is strong throughout a 
child's development, during adolescence there is a stage when teenagers modify or 
even reject familial influence. During this time, in order to meet the need for 
acceptance within the community, youths may seek approval from peers rather than 
adults or parents. While this desire for peer approval can be harmful in terms of 
negative peer pressure, it can also be used to an advantage when youths help one 
another. A peer-helping program can harness the desire to spend increased time with 
peers and tum it into an educational opportunity by giving adolescents the skills and 
information to support one another. For example, peer-helping programs can take the 
form of drug and alcohol awareness, counselling, or other kinds of health education. 
Peer-led programs have been effective in changing social nonns to reduce risk 
behaviour such as substance abuse (Perry & Kelder, 1992). 
Peer-helping among youth in British Columbia is perhaps best known under 
the peer-counselling program developed by Dr. Rey Carr at the University of Victoria 
in 1983. Since the creation of that program, peer-counselling and leadership 
programs have become commonplace in senior and junior high schools in Canada. 
Students in peer-counselling/leadership programs are trained in self awareness, 
communication skills, health education and helping techniques (Prince, 1995). Self-
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esteem has been found to be one of the variables with the greatest potential for 
positive or negative influences on health (Torres, Fernandez, & Maceira, 1995). One 
of the aims of peer-helping is to increase the feeling of control and self-esteem in the 
participants and ultimately, in the community as a whole as they become involved 
with serving their own needs and helping one another. 
Peer programming for youth was originally situated within the traditional 
school system but is evolving to suit the needs of a diverse range of youth including 
those who are street-involved. Teen help lines are one example of peer-helping 
initiatives that are based outside of the school setting. At the end of its first year of 
operation, an evaluation of a Toronto based peer-listening phone line for adolescents 
showed that the main reasons for over half the calls concerned family problems, peer 
relationships, and "just to talk" (Boehm, Schondel, Marlowe, & Rose, 1995). In 
Canada there are at least 50 peer helper initiatives operating for out-of-the-
mainstream youth across the country. However, little research has been conducted on 
how these initiatives differ from those for mainstream youth and most of these 
programs have not been evaluated (Caputo, Weiler, & Green, 1997). 
Although mainstream health care services are available for all youth, it has 
been found that street-involved youth do not tend to access them. For example, a 
survey of adolescent street youth in Canada (McCreary Centre Society, 1994) 
concluded that street-involved youth do not know which health services are .available 
and do not know how to use them. 
The conclusions of a US study on youth health needs recommended that 
involving adolescents in the planning of their health services is an important step in 
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promoting health competence (Rew, 1995). In 1996, Youth Around Prince George 
(YAP) conducted a survey with youth to determine the kinds of services they would 
like to see offered. The youth responding to the survey were generally those deemed 
to be 'at-risk'. In response to the question "What types of counselling would you like 
to see offered?," 40.9% (of 141) indicated they would like to see peer-counselling 
compared to only 29.2% who desired the availability of formal counselling (YAP, 
1996). These results point to the need for peer-counselling options to be available for 
out-of mainstream youth in Prince George. Learning more about peer-helping 
behaviours and information sharing among street-involved youth is one way to 
maximize peer programming for these youth. 
Health Concepts 
In order to understand the health behaviour of street-involved youth, it is 
important to understand what "health" means to this population. Research has shown 
that young people think about health and that it is a salient issue in their lives 
(Lindholm & Eriksson, 1998; Millstein & Irwin, 1987). Millstein and Irwin asked 
adolescents to define health and illness in an effort to examine the two conceptual 
structures, health and illness, simultaneously. They found that health and illness were 
not mutually exclusive concepts at opposite ends of a health dimension but were 
overlapping constructs featuring differing themes. Overall they found that 
descriptions of illness were much richer and more varied than descriptions of health 
although the effects of differing stages of cognitive developmental were apparent in 
definitions of both concepts. Health definitions of older adolescents showed less 
emphasis on the absence of illness and more on functional capacity whereas younger 
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adolescents tended to define health as the absence of illness. For example, they found 
that among the younger adolescents they spoke with "not being sick" was a common 
descriptor of health whereas older adolescents tended to associate health with their 
ability to maintain their regular activities such as their ability to play sports. 
Other studies exploring the dimensions of health belief and behaviour have 
also noted that this relationship may be influenced by age. Torres, Fernandez and 
Maceira (1995) found that the relationship between health values and health 
behaviours became stronger with age. In their study of the relationship between the 
self-esteem, the value of health, and health behaviours of teenagers, they found that 
there were differences in the influence of the value of health on health behaviour 
according to age. The study examined six aspects of health in relation to variables 
such as health values and health behaviours. The value younger teens placed upon 
health correlated with only two of six aspects of health (personal health and safety) 
whereas for older teens, health value correlated with four aspects of health (nutrition, 
personal health, mental health and safety). In another study examining the relationship 
between health beliefs and safer sex intentions in adolescents, results showed that the 
health concerns and behavioural intentions were positively correlated in younger 
students but that this relationship declined in older adolescents (Petosa & 1 ackson, 
1991). Petosa and Jackson concluded that, as adolescents increased in age, forces 
other than health concerns influenced their sexual intentions. Although these studies 
do not provide a clear conclusion as to whether there is a greater relationship between 
health beliefs and health behaviours, they do indicate that age likely has an influence 
on the relationship between health behaviours and health beliefs. 
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When looking at age as a factor in health values or beliefs, it is important to 
identify what forces may be at work to affect the change between younger and older 
adolescents. Factors involved in adolescent decision-making reflect developmental 
stages of cognition. Piaget's theory of concrete versus formal operational thinking is 
arguably connected to the ability of youth to think about health. Piaget distinguishes 
between the concrete reasoning of a 10-year-old where the child concentrates on the 
immediate physical world and the formal operational stage of reasoning in 
adolescence where the ability to hypothesize and abstract becomes more developed 
(Piaget & Inhelder, 1958). Adolescents can be found to be anywhere along this 
developmental continuum and as the following study illustrates, the way that they 
think about health and describe it is in part affected by their ability to reason. 
Millstein and Irwin ( 1987) suggest that health concepts emerge out of illness 
concepts because illness concepts are more salient and health states require little in 
the way of attention or interpretation for most people. Lindholm and Eriksson (1998) 
state that suffering brings about awareness of health. Accordingly, for many street-
involved youth, the experience of being marginalized contains elements of suffering 
and illness that may influence their concepts of health. For example, poverty and its 
related effects on health that are experienced by many youth on the street, may have 
an influence how they define health. Another finding that suggests prior experience 
may influence definitions of health was illustrated in a study examining the health 
concepts of children with diabetes (Hanna & Jacobs, 1993). In the study of youth with 
diabetes, adolescents were given cameras and were asked to take pictures of health. 
Many of the photos were related to having diabetes; for example, some pictures 
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featured nutrition which is a large part of diabetes control. Some of the participants 
also took pictures of insulin and other diabetes-related paraphenalia. These findings 
illustrate a possible connection between health experience and the expression of 
health concept. If health experiences may be connected to the expression of health 
concept, then it is possible that other life experiences may also inform an individual's 
health concept. 
Several studies have specifically examined the extent to which definition of 
health influences health behaviour. Barnett's (1989) study of 175 adolescents found 
that definition of health was a significant predictor of engagement in a health 
promoting lifestyle for middle adolescents but not for early or late adolescents. Gillis 
( 1994) examined the influence of definition of health on health promoting lifestyle in 
adolescent females. She found adolescents who defined health narrowly as the 
absence of illness were less likely to engage in health-promoting lifestyle and that 
adolescents whose definition of health included wellness and the ability to fulfill 
socially defined roles were more likely to engage in health promoting lifestyles. 
One of the pioneers of preventive health research, Rosenstock (1974), 
describes health as an elusive concept, what one person perceives as healthy may not 
necessarily be seen that way by others. The recognition that health may be defined 
differently by different people provides part of the rationale for asking street-involved 
youth to define health and describe what it means to them. Various researchers have 
called for more research into the concepts of health held by lay people (Colantonio, 
1988; Hanna & Jacobs, 1993; McCormack & Gooding, 1993; Torres, Fernandez & 
Maceira, 1995). Of the studies that have focused on youth and health concept, health 
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value or health beliefs, most are based on a mainstream youth population. In a review 
of the literature, only one study on this topic dealing with the street population was 
uncovered. McCormack and Gooding found that among homeless adults, the idea of 
being healthy was equated with having basic human needs satisfied. Due to the 
paucity of research on health concept, particularly that of street-involved youth, it is 
difficult to say which health concepts are specific to street-involved youth and which 
are widely held by adolescents in general. 
Theories for Understanding Individual Health Behaviour 
Understanding the determinants of health behaviour is critical for developing 
interventions like peer programs that are aimed at increasing the health status of 
youth. Elements of the Health Promotion Model (Pender, 1987) and the Health Belief 
Model (Becker, 1974) explain the rationale for examining particular aspects of street-
involved youths' lives, behaviours and thoughts in order to generate ideas for more 
effective peer programming. These models were used in this research not as causal 
models to be tested but rather as a lens through which to view results and to raise 
questions about how an increased understanding of these factors can lead to better 
peer programs for street-involved youth. Understanding the research findings in 
relation to elements of the models sheds some light on possible implications for 
health programming for street-involved youth. 
Health Belief Model. A frequently tested model that describes the relationship 
between health belief and individual health behaviour is the Health Belief Model. The 
HBM, first identified by Becker (1974) and then refined by his colleagues (Janz & 
Becker, 1984; Rosenstock, Strecher, & Becker, 1988) was proposed in the 1960s and 
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was originally developed to explain why persons would or would not undertake health 
actions (Redman, 1993). Since its development, it has served as the primary model for 
understanding individual preventive health care behaviour. 
The HBM stipulates that the likelihood of a person engaging in preventive 
health care behaviour depends upon several factors including the risk associated with 
the behaviour, the importance one places on health, and the cost-benefit ratio of 
taking preventive action. The idea that there are factors affecting health behaviour and 
that behaviours affecting health are something over which one can choose to exert 
control is a central tenet of the Health Belief Model (Becker, 1974). 
According to the HBM, the experience of having good health is a desirable 
goal. People make choices in order to achieve this goal depending largely on their 
understanding of costs and benefits of various behaviours. How a person mentally 
weighs the costs and benefits is affected by factors that include age, education level, 
socioeconomic status, and peer pressure. In brief, the original model stipulates that 
the determinants of whether a person will take a particular health action are 1) 
perceived susceptibility to the health condition; 2) perceived seriousness of health 
condition; 3) perceived barriers to taking health action; and 4) perceived benefit of 
taking health action. One of the strongest elements of the model in terms of its ability 
to predict behaviour is perceived susceptibility to the illness (or health threat) and the 
perceived barriers to taking health action that is likely to reduce the threat. Many 
studies that have used the HBM as an underlying framework have found that whether 
an individual is likely to engage in health behaviour is strongly linked to the 
individual's perception of.barriers to taking health action (Redman, 1993). 
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While the HBM has limitations, as discussed below, it has also been one of 
the only models regarding preventive health behaviour that has been thoroughly tested 
(Weiler, 1997). For example, the HBM has been used in developing the conceptual 
framework for some adolescent health programs and these programs have measured 
some success (Eisen, Zellman, & McAlister, 1992; Nathanson & Becker, 1983). The 
study conducted by Petosa and Jackson (1991), which was previously discussed in 
this chapter, used the HBM in order to inform reproductive health program 
development for adolescents. In particular, the researchers used the HBM to predict 
safer sex intentions among adolescents. Results showed that the HBM variables were 
useful in explaining safer sex intentions among younger students (seventh grade). Yet 
those same motivations (the HBM variables) became less important to predicting 
intentions as students became older. Older adolescents reported high levels of health 
related motivation but these did not correspond with their intentions. Petosa and 
Jackson noted that while the HBM focuses on health related motivation, it does not 
address sources of this motivation. Due to the limited success of the model, it has 
been recommended that the consideration of HBM dimensions be part of health 
education program planning for adolescents and that the model be broadened to 
include more variables for future studies (Petosa & Jackson, 1991). 
Since the development of the HBM, it has received both criticism and 
modifications. One of the major criticisms of the HBM is that it relies heavily on 
rational behaviour. For example, Janz and Becker (1984) point out that the model 
cannot account for behaviour, such as drug addiction, which does not appear to be 
connected to rational decision making. According to the HBM, if someone takes on 
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unhealthy behaviour, it is thought to be an intentional choice based on cost-benefit 
analysis. Bums ( 1992) has suggested an Expanded Health Belief Model (EHBM) that 
incorporates more factors into human behaviour. The unstated premise of the EHBM 
is that while people may not necessarily act rationally in regards to preventive health 
behaviours, there is a natural tendency to make correct decisions which is sometimes 
thwarted by various factors. 
In particular, two of the seven criteria selected to reformulate the HBM into 
the EHBM are of interest when looking at preventive health behaviour in street-
involved youth. The first is an increased understanding of non-compliance. Bums 
suggests that notions such as self-doubt and emotional response should be added to 
the model to explain why it is that people do not comply with preventive health care 
warnings. In the case of street-involved youth, this would involve are-exploration of 
the cost-benefit analysis originally introduced in the HBM. For some of these youth, 
depression and/or a sense of hopelessness about the future may be a key factor in the 
decision to adopt behaviours conducive to health. The second criterion for 
reformulation of the model that is of interest for adolescents and street-involved youth 
in particular is the addition of social dynamics. An understanding of the support 
system of an individual must be taken into account when attempting to understand 
preventive health care. In the case of street-involved youth, the often absent familial 
support is replaced with peer support and can guide health related behaviour. 
Health Promotion Model. The Health Promotion Model (Pender, 1987) is 
similar to the HBM in that it predicts individual likelihood of engaging in health 
behaviours. Whereas the HBM focuses on the threat of illness and is therefore 
20 
oriented toward health protection, the HPM is directed toward health promoting 
behaviour. 
The Health Promotion Model states that the likelihood of engaging in health 
promoting behaviour is related to three sets of variables: 1) cognitive-perceptual 
variables such as the importance of health, the definition of health and perceived 
benefits of health promoting behaviour; 2) modifying variables such as interpersonal 
influences, behavioural factors; 3) cues to action such as peer group and media. 
According to Pender ( 1987), health protection focuses on efforts to avoid negative 
states of illness whereas health promotion is directed toward increasing the level of 
well-being and focuses on efforts to approach more positive states of health. 
Gillis ( 1994) used a modification of the Health Promotion Model to provide 
the conceptual framework for her study of adolescent females and health promoting 
lifestyles. One of several variables from the Health Promotion Model that she related 
to a health-promoting lifestyle in adolescent females was definition of health. 
According to the model, how a person defines health can contribute to the decision to 
engage in health promoting behaviour. Gillis' research found a significant and 
negative correlation between a clinical definition of health (i.e. health as the absence 
of illness) and the likelihood of an adolescent female to engage in health promoting 
behaviour. Gillis recommended that health should be explored with adolescents as a 
concept over which they have control and personal responsibility. An exploration of 
the definition of health of street-involved youths may lead to suggestions for peer 
programming design. 
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Despite the delineation between health promoting and health protecting 
(preventive) behaviour, many health behaviours are effected by both health protective 
and health promoting motivations (Pender, 1987). Pender argues that a mixed 
motivation model may be more applicable to most adults and that in contrast, most 
healthy children are motivated by purely health promoting behaviour because their 
perception of negative illness in the distant future does not provide the motivation to 
engage in health protecting behaviour. I would argue a mixed model of motivation 
(i.e., that of HPM and HBM) is also more applicable to street-involved youth. As 
adolescents who have experienced more autonomy than many mainstream youth, 
street-involved youth may be somewhere between the world of children and adults in 
terms of their motivations to engage in particular health behaviours. Many street-
involved youth have had life experiences that motivate them to engage in health 
protecting behaviour. At the same time, by virtue of their age, many are in a relatively 
good state of physical health that still fosters a positive attitude in regard to their 
ability to move to a higher state of well-being. 
Conclusion 
It is suggested that education and prevention programs targetting out-of-
mainstream youth should be informed by research regarding the life experiences, risk 
behaviours and research identifying the most effective ways to reach these youth 
(Harper & Carver, 1999). According to the literature, street-involved youth are a 
group with particular health needs based on their experiences both at-home and on the 
street. They operate to some extent within peer networks but have some needs that are 
unmet by those networks. The peer programs that exist currently mostly serve 
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mainstream youth although there are a growing number of programs for street youth. 
In order to learn how street-involved youth can be served through peer programs and 
in order to assist in the effectiveness of those programs, we need a greater 
understanding of this group' s health concepts, peer affiliations and peer-helping 
behaviours. Two models that can inform peer programming are the Health Belief 
Model and the Health Promotion Model. A discussion of some of the unexplored 
behaviours and thoughts of street youth can provide input which can in tum be guided 
by the HBM and HPM to make recommendations for peer programs for this 
population. It is hoped that the discussions in this thesis may contribute to the search 
for the most effective ways to reach these youth through uncovering information that 
will increase the effectiveness of peer-helping programs for street-involved youth. 
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CHAPTER THREE 
Methods 
My approach to this study is one that is situated in the naturalistic paradigm, 
that is, it is an approach that aims to discover, understand, and interpret new 
information (Crabtree & Miller, 1992). Qualitative methods are used in the 
naturalistic paradigm to explore a topic through words, documents, audio or 
videotape, observation and other forms (Denzin & Lincoln, 1994 ). The aim of this 
study was to access street-involved youths' feelings and perceptions about their sense 
of health, health priorities and health-related helping behaviours in order to build a 
basis for improving upon peer health programs aimed at street-involved youth. In 
order to get a better understanding of how street-involved youth perceive health and 
how they pass health information, I chose an approach that lent itself to discovery of 
information by allowing experience of the participants to shape the process of 
enquiry. As Denzin (1989) states: "the perspectives and experiences of those persons 
who are served by applied programs must be grasped, interpreted, and understood if 
solid, effective, applied programs are to be put into place" (p. 105). 
Study Participants 
In this study, there were two groups of participants: the first were interviewees 
and the second were participants in a peer health counselling course. 
Interviewees. The youth I interviewed for the study were recommended by 
counsellors from a local street-involved youth outreach organization, a local safe 
house, and a detention centre. I initially approached the outreach organization, which 
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in tum connected me with both the safe house and the detention centre. Counsellors 
from all three organizations who worked with street-involved youth gave me contact 
names and numbers of nine youth between 13-19 years of age who were perceived by 
counsellors as outgoing enough to be relatively comfortable to talk to someone who 
they did not know. I arranged interviews to take place on weekday afternoons with 
only seven of the nine due to communication and logistical difficulties. Of the seven 
participants who were interviewed, four were from the outreach centre, one from the 
safe house, and two from the detention centre. All were recognized by local street 
youth workers as youth who were spending or had spent time on the street in Prince 
George. I felt that seven interviews were enough to gather a satisfactory amount of 
information on most of the major themes within the study although, had there not 
been a limitation of time and access to participants, it is likely that a broader range of 
information may have been made available to me, particularly in the case of peer-
helping behaviours. 
Peer health counselling course participants. With funding from the Hamber 
Foundation, I developed and conducted a peer health counselling course for street 
youth in the fall of 1997. The local street youth outreach centre recommended 18 of 
what they described as 'the highest risk youth in Prince George' for the peer health 
counselling course, 17 of whom completed the course. Counsellors chose the youth 
based on several factors including availability of the youth, which youth they thought 
would benefit from the course, and which were most likely to commit to an activity 
for three full days. The course was offered in a meeting room downtown and ran 
from 9am to 4pm each day for three days. Of the 17 youth in the course, 3 were 
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among the 7 youth whom I had previously interviewed for this study. Because this 
research is based on both notes arising from the course and notes arising from the 
seven interviews, the actual number of participants in the study is 21 due to the 
I 
overlap of the 3 who were both interviewees and course participants. Of the 17 
( participants from the Peer Health Counselling course, 8 were male and 9 were female. 
Of the 7 interview participants, 4 were male and 3 were female . Ages of participants 
for both interviews and the course ranged from 13-19 years. Only 6 of the 21 had been 
full-time high school students in the month before the program began. The remaining 
15 youth were either in school part-time, attending an alternate school, or not 
attending school. None had completed high school. 
Data Collection Procedures 
There were two ' types of data collection in this study. During the peer health 
counselling course, I took field notes during class time, during lunch, or immediately 
following the course at the end of each day. CBC conducted a radio interview with 
one of the participants and, with the participant's permission, that interview was also 
used as data. After the course, I met with several participants three times in order to 
treat them for pizza and pool with the leftover grant money. Conversations that 
occurred during these meetings were also included in the data. 
The group discussions that occurred during the course were similar to those of 
focus groups and therefore many of the same principles that can be used to analyze 
focus group data can be applied to data arising out of these discussions. One of the 
goals of analyzing group data is to understand the focus group members' 
interpretation of social reality (Silverman, 1993). Carey and Smith ( 1994) express 
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concern that there may be an overdependence on transcripts from group discussions 
without due attention to the nonverbal nature of interaction. As well, it is important 
to recognize the interaction between members and the psychological effects of being 
I 
in a group. In the case of the 3 participants in this study who were also included in 
I one-on-one interviews, the difference in behaviour in the group environment 
compared to the more private environment of the interview was notable. For 
example, a young woman who was very gregarious and expressive with me during an 
interview barely spoke for three days within the group. On the other hand, some 
youth were given confidence from their status within the group and expressed 
themselves more than they did in a one-on-one situation. When possible and relevant, 
I tried to take into account group dynamics and nonverbal communication through the 
field notes I recorded when analyzing the data from the group discussions. 
The second kind of data collection was recorded interviews. I met each of the 
seven youth on separate occasions and the first contact was either at the outreach 
centre, or, in the case of the youth in detention, at the detention centre. With those I 
met at the outreach centre, I chose a location that would require us to walk together 
for 10-15 minutes and used that time to help the participant relax. In those cases, by 
the time we reached the coffee shop where the actual interview was to be conducted, 
we were already talking with one another fairly easily. In the case of the youth at the 
detention centre, this approach would not work because they were not allowed off the 
compound. In that case, I arrived and taught HIV/AIDS prevention to a group of 15 
youth in a classroom setting. The style with which I teach the subject generally puts 
young people at ease and by the end of the two hours two young men volunteered to 
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be interviewed for my research. After some introductory discussion, I spoke with each 
youth on record using semi-structured interviews for approximately 15- 30 minutes. 
While using a tape recording device was useful for transcribing after the interview, it 
posed some problems, particularly due to the age and social status of the participants. 
I 
I For example, some youth lowered their voices considerably as soon as the rec<;>rder 
began a~d become more withdrawn than they were just minutes before I began 
recording. More about this and other challenges of conducting health research with 
this group will be discussed in Chapter Six. 
Ethical Considerations 
The course was funded from grants I received from both the local Health 
Board and the Hamber Foundation and money from these grants was given to 
participants at the end of the course. The $100 payment was to ensure their 
attendance and commitment to the course and was not paid in exchange for the 
information they provided. 
Prior to attending, participants were informed that during the course, 
discussions in the classroom and with me personally may be considered as data in my 
study. Participants in both the interviews and the peer counselling course voluntarily 
signed consent forms stipulating that the information would be used for research 
purposes, identities would be protected by pseudonyms, and that they could withdraw 
from the interview and/or course at any time. In some cases, I clarified some of the 
information on the consent form to the participant and in all cases I read it aloud in 
order to accommodate for the possibility of a low level of literacy. In two cases where 
the interview participants revealed particularly sensitive information during our 
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discussion, I asked again if they understood that I would write about their experiences 
in this thesis. Both youth replied that they understood and one sought reassurance that 
her real name would not be used. During the peer health counselling course one of 
the youth shared some very personal information with me over lunch hour. Again I 
felt it necessary to remind that participant, and later the group as a whole, that part of 
the purpose of holding the course was to provide me with more information for 
research. I also explained that if there was sensitive information that they did not 
want me to use in my research, they were free to tell me and I would respect their 
privacy. All candidates understood that the payment for the course was contingent 
upon their completing the course but was not contingent upon whether they gave me 
consent for the use of their personal information. None of the youth had any 
objections to my use of the discussions as research data and no one discontinued 
attendance or in the case of the one-on-one interviews, no one cut the interview short 
due to concerns about confidentiality or privacy. 
Although the kinds of questions I asked during the interviews were framed in 
such a way so as to elicit information from the youth without necessarily requiring 
details from their personal lives, inevitably, some personal and sensitive information 
was shared. Throughout this paper, names of participants as well as some place names 
and other details have been changed in order to protect the identity of the youth. 
Data Analysis 
Data were analyzed through content analysis. Content analysis allows 
qualitative data to be systematically and reliably analyzed so as to make 
generalizations about particular categories of information (Krippendorff, 1980). 
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According to Laggarty ( 1996), the characteristics of content analysis that distinguish it 
from careful reading of a document are its objective, general, and systematic nature. 
Objectivity means that the analysis must have explicit rules so that any two people 
could obtain similar results from the data. For analysis to be systematic, it must be 
done according to consistently applied criteria, not criteria that are applied only to 
data supporting the investigator' s hypothesis. Generality refers to the theoretical 
relevance of the findings. Purely descriptive information about content that does not 
contribute to the theory is of little scientific value. In my analysis, I attempted to hold 
to these principles as much as possible. For example, in order for the analysis to be 
systematic I recorded and reported on all descriptions of health offered by the youth, 
whether or not these descriptions reflected the experience of living on the street. In 
terms of theoretical relevance, although various details of past experiences on the 
street were provided, I chose those that had some relevance to the topic at hand and 
that could provide some insight into either the relevance of preventive health theory 
or peer programming. In particular, I selected data that fit into relevant elements of 
both the Health Belief Model (Becker, 1974) and the Health Promotion Model 
(Pender, 1987). Data which were deemed irrelevant were in some cases used to 
provide context to the research but were not included in the analysis. 
In terms of objectivity, despite any rules that could be set for analysis, 
theorists in the field of content analysis argue that messages do not have one meaning 
and inter-subjective agreement on the meaning of a message is usually difficult to 
obtain (Krippendorf, 1980). Units of information that can be recorded for the 
purposes for content analysis are: the single word or symbol, the theme, the character, 
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the paragraph, the sentence, or the whole item (Krippendorf, 1980). In the case of my 
research, the unit of information was the theme. Krippendorf states that the use of 
themes as units of analysis can be difficult due to the possibility that they serve as 
unreliable measures due to inaccurate reading of the shades and nuances of meaning 
and content. In the case of the participants I spoke with, themes were chosen because 
the tentative way participants spoke on the subject matter reflected that the topics 
were new to them and therefore their words did not always necessarily convey clear 
meaning. Had I broken down my analysis through a strict categorization of words and 
phrases, I may not have captured the meaning behind the words as accurately as I did 
through a thematic focus. 
Data from both the peer health counselling course and from the interviews 
were transcribed from tapes and field notes, then grouped by sentences according to 
theme. Preset themes were deliberately avoided in order to allow the natural 
groupings of information to emerge from the data. Because themes were not 
predetermined, all materials and information from participants had to be examined in 
order to identify appropriate themes. Converting the field notes into systematic 
categories was difficult and as noted by Guba and Lincoln (1981 ), there are no 
infallible procedures for performing this task. Guba and Lincoln suggest several steps 
for converting raw data to categories including fleshing out patterns and categories. I 
found this process of moving from data to categories particularly challenging in part 
due to the lack of depth in some of the responses provided by the participants. In 
order to move from the raw data to themes, I initially identified key phrases and 
grouped them under headings such as "family history" or "street families." Some 
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examples of themes I chose to highlight that arose from the categories of data 
included: violence and its place in the health perspective; health as a holistic 
concept; issues of trust and confidentiality in information sharing. These themes were 
then placed within the appropriate elements of the theoretical frameworks I used to 
examine the data. For example, issues of trust and confidentiality in information 
sharing was a theme that fell under the social support variable of the Health Belief 
Model. 
Interpretation of qualitative data must follow rules of rigour in order for the 
research to be deemed valid (Patton, 1990). The measure of validity that determines 
whether or not the researcher interprets the information offered by the participants in 
the way it was intended is called phenomenological validity (Patton, 1990). Whether I 
interpreted the information as it was intended by the youth was sometimes difficult to 
verify in part because discussing the topic in this way was new to many of them, so 
that even their own intentions in terms of what they were trying to convey to me were 
not clear. Another reason for the difficulty was due to the fact that some of the 
interpretation was done in layers and therefore took place several months after the 
interviews were over, at which point most interviewees could not be located. But the 
limited verification that I did receive was positive. After some time, I was able to 
reach two of the interview participants and discuss my interpretations with them. We 
met at the needle exchange approximately six months following the course and they 
expressed interest in learning more about how the research had gone. I was still in the 
process of writing and arranged to meet them with some of my notes. During our 
meeting in a coffee shop, we revisited their health definitions and their descriptions of 
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their peer-helping network. I reminded them of their responses to my questions and 
then talked to them about how I interpreted their statements in regard to both peer 
helping and health. For example, Jennifer originally defined a state of being healthy 
as not being sick, being in good shape and not smoking. In order to explain how I 
interpreted her definition as one that was primarily linked to physical health, I drew a 
medicine wheel for her (an elder from the Carrier Nation in the peer health 
counselling course had taught us about the medicine wheel) and filled in the section 
of the wheel that was labelled physical. Jennifer explained to me that she had become 
more involved with health education after the peer-counselling course and had 
recently attended an Aboriginal HIV I AIDS conference. She said that if she were now 
asked to define health, she would give answers that were a little different. In particular 
she said that her ideas about health would now include family background and 
spirituality. She then filled in parts of the social and spiritual segments of the wheel 
and said that this is how she would look at it now given her new experiences. Despite 
her recently broadened understanding of health, she agreed that I had correctly 
interpreted her definition of health given at the time. 
One way that rigour is enforced under phenomenological validity is through a 
phenomenological attitude shift called epoche where the researcher makes an 
attitudinal shift in order to examine the phenomenon. This takes place when the 
researcher engages ifl a process to become aware of her own viewpoints, assumptions 
and prejudices regarding the phenomenon under investigation in order to investigate 
with a fresh and open viewpoint (Patton, 1990). My study took place at a time when I 
was beginning a process of increased self-awareness of my attitudes toward 
34 
marginalized groups in general in part due to my entrance into HIV I AIDS work. 
Through this heightened self-awareness, the research process benefited from the kind 
of self analysis that is recommended to increase rigour in qualitative research. In 
addition to personal reflection stimulated by work experiences, lengthy discussions 
with two experienced street workers who were familiar with the target group assisted 
me in uncovering my personal biases, particularly about the role and value of peer-
helping among street-involved youth in Prince George. After speaking with the street 
workers, I realized that I was underestimating the role that the peer-helping network 
played in the lives of the youth and I was prompted to revisit the data and re-examine 
the statements given about peer helping. Through writing and rewriting my 
interpretations of the youths' perceptions, and reassessing themes and categories, I 
brought myself closer to an interpretation that revealed the truth about the topic of 
enqmry. 
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CHAPTER FOUR 
Street-Involved Youth as a Marginalized Population 
Introduction 
Street-involved youth have many experiences that separate them from 
mainstream youth. These are young people who have not been supported by the kinds 
of structures, supports or institutions upon which healthy development depends. 
Generally, they do not have intact families, do not have employment, have not been 
very successful in the regular school system and have had more involvement in crime 
than their mainstream counterparts. Street-involved youth, due to their 
marginalization, are less likely to be taken into the fold of society compared to other 
youth. Their involvement in the street is not one independent event in their lives but is 
a result of many forces in their lives including family, poverty and race (Hagan & 
McCarthy, 1997; Terrel, 1997). It is important to recognize that the experience of 
marginalization shapes thoughts and behaviours including health conceptions and 
peer helping behaviour. In this chapter I will first provide some information on two of 
the participants' lives, and then discuss some properties of marginalization that are 
especially relevant to street-involved youth. How those properties are at play will be 
illustrated by addressing some of the unique issues that street-involved youth face, 
thereby contextualizing the concept of health and peer helping ideas in the following 
chapters. 
Lives of Participants 
Although I was not privy to the background of all of the participants in the 
study, I was offered more information by some than by others. The following 
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information about two of the participants ' ·lives came from my discussions with them 
and from information offered by street youth workers who knew them. Their stories 
offer some insights into the challenges they face and illustrate some aspects of their 
marginalization. 
Jennifer. Jennifer* was 18 years old when I met her as a participant in the Peer 
Health Counselling Course. I found her to be bright, personable, strong-willed and 
manipulative. I later learned that she was barred from some places and programs due 
to a violent nature. In the summer of 1997, she had been working on and off as a 
prostitute for two years and was also an injection drug user. She was very excited 
about the prospect of getting a certificate in Peer Health Counselling and thought that 
she may pursue work in that field in the future. Her boyfriend was a man in his early 
40s who had been with her since she was 16. She lived in a small apartment with her 
mother who had a debilitating illness. According to a street youth worker who has 
worked with Jennifer, when Jennifer was drinking, she was sometimes violent toward 
her mother. During the peer counselling course she took with me, she arrived late one 
day and explained that she was out late with a man the night before who had promised 
to drive her to Vancouver the following weekend. These kinds of favour exchanges 
were not uncommon for Jennifer although cash and drugs were the most common 
payments for sex. When I last spoke with Jennifer in the spring of 1999, she was no 
longer living with her mother and had recently lost her job as a youth worker with a 
government ministry. She was very angry. She said that she had nowhere to stay and 
that her history of violence had kept her out of an independent living program. In the 
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month previous, she had been raped while working the street and had also attempted 
suicide. 
Ricky. My only contact with Ricky was in the summer of 1997 and I was 
unable to contact him after that time. He was 16-years-old when he took my Peer 
Health Counselling Course. Ricky was articulate and had exceptional insight. During 
the course, he was interviewed by CBC and did an outstanding job. Ricky was 
orginally from Prince George but moved to Calgary in junior high school and had 
been living with his mother in Calgary up until the winter of 1996. Ricky was a gang 
member but soon after his sister was stabbed to death in a gang-related murder during 
the summer of 1996, he left Calgary. Ricky moved to Prince George in the fall of 
1996 to live with his aunt and uncle but his living situation proved to be less than 
ideal. One day he showed up at the course with a red mark on his face. I asked him 
about what happened and he said that his uncle had passed a lighter to him but had 
missed. I asked more questions and found out that his uncle was drunk and had 
thrown the lighter at him in anger. When I asked why he was living with his uncle and 
not with his mother (who was alive and living in Calgary), Ricky explained that he 
worked for his uncle and that he was paid much less than would be required if his 
uncle had to hire someone else. His uncle threatened to fire him if he moved out of 
his house. His uncle was often physically abusive but rarely hit him hard enough to 
leave marks. Ricky's options for residence were limited. If he reported his uncle he 
would either have to return to Calgary to live with his mother and face the 
repercussions of a rival gang who killed his sister, or he would have to stay in Prince 
• For purposes of confidentiality, all participant names have been changed 
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George and be placed in a group home. Neither option appealed to Ricky. When I 
called him at his uncle ' s house toward the end of the summer, I was told that he had 
moved. 
Marginalization 
The margins of our society differ from community to community but there are 
some commonalties among those people who are identified by their peripheral 
relationship to the centre. Mainstream society is thought to be at the centre of a 
community and those who are relatively excluded are at the periphery (Hall, Stevens 
& Meleis, 1994). Mainstream society is heterosexual, employed, and educated. 
Marginalized groups may be on the periphery because of their living environments, 
their identities or their experiences. This is to say, one need not look to the ghetto of 
a community to find those who are marginalized. Those who are on the periphery 
may be there due to gender, race, politics or economics. Hall et al. identify seven key 
properties of marginalization: intermediacy, differentiation, power, secrecy, 
reflectiveness, voice, and liminality. Intermediacy refers to the tendency of social 
boundaries to act as both barriers from other groups and connections within a group. 
Differentiation is defined as the maintenance of distinction from the mainstream and 
one another. Power is the reciprocal influence that both the centre and the periphery 
have over one another. Secrecy is the bond of confidentiality that exists between 
those on the margins. Reflectiveness refers to the regularity of self.:examination that 
exists for those on the periphery who often create an interior world that mirrors the 
pressures external to themselves. Voice refers to the forms of expression that arise in 
the periphery due to the silencing experienced within the mainstream. Liminality is 
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defined as altered perceptions of worldview and self-image that characterize 
marginalizing experiences. Of these seven properties of marginalization, 
differentiation, power and secrecy stood out as particularly relevant from the data I 
collected in conversation with street-involved youth. 
For street-involved youth, differentiation is how they maintain their distance 
from the centre and also from one another. As they increase their physical and social 
distance from the centre, they not only become increasingly different from the centre 
but also increasingly different from one another. Just as the centre is not one 
homogeneous group, neither are street-involved youth easily described in terms of 
group characteristics. Differentiation in the case of Jennifer's living situation is 
physically illustrated by where she was living. The neighbourhood where she and her 
mother shared an apartment is distanced from the mainstream due to income, 
addiction and domestic violence. Other youth living in the same area commented on 
the regularity of nightly police visits to the neighbourhood to deal with domestic 
conflict. 
Power is exerted from the centre onto the periphery but also from the 
periphery onto the centre. Hall et al. (1994) argued that the visibility of a 
marginalized population can offer a significant challenge to central power. But street-
involved youth, as we will see, are among the most invisible of marginalized groups 
and therefore arguably have relatively little power to exert. Within their families or 
living situations, factors relating to economics and security mean that they are often 
powerless to change their situation. In Ricky's case, his reliance on his uncle for 
employment undermines his ability to leave an abusive environment. Even if he were 
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to leave and find other work, it would be difficult for him to find other accomodation 
due to his status as a minor. 
Secrecy is pivotal to the existence of street-involved youth. Pasts filled with 
abuse characterize many of the youths' lives and when social service agencies reach 
out from the centre to the periphery and encourage disclosure, fear of betrayal or 
backlash can cause the youth to keep their stories to themselves. The secrecy required 
to remain street-involved can help forge strong bonds between youth but the effect 
that it has on their power is a double edged sword. On the one hand, the secrecy can 
protect. by keeping them safe and offering them peer support, on the other hand, the 
secrecy can keep them trapped in what is generally an unsafe street environment and 
thereby strip them of power. When I asked Ricky why he would not report his uncle 
to social services, he and his friend who was having lunch with him laughed at the 
suggestion. In his words, "the only choice I'd be offered would be a group home or 
going back with my Mom, a group home is like living in a jail, and I'd have problems 
with the gang if I went back to Calgary. " Both issues of secrecy and power have a 
hold on Ricky's life and he spoke of looking forward to becoming 19 so that he would 
no longer have to live by others' rules. Another example of the role of secrecy is 
illustrated in Jennifer' s story. Maintaining confidentiality about who is involved in 
prostitution may protect a friend from the authorities but also contributes to the 
experience of being exploited by the johns (customers) and pimps. Jennifer's 
involvement in prostitution is not reported by her friends to the authorities, but likely 
contributed to the rape and subsequent suicide attempt described by her when we last 
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spoke. It is difficult for youth to stand up for their human rights or report abuse to the 
authorities when those same youth fear being discovered on the street. 
Each of these properties, secrecy, power and differentiation, figure into the 
lives of youth on the streets and contributes to their separateness from the mainstream 
while increasing their vulnerability. 
Living Environments of Street-Involved Youth 
Street-involved youth are those who do not have access to permanent shelter 
and are at no fixed address. They intermittently move in and out of various living 
situations. For example, they may move from temporary accommodation in group 
homes, to living on the streets, to staying with relatives, to finding their own 
apartments. Jennifer's living situation during the summer of 1997 is a good example 
of the transience experienced by many of the youth. In three months she had 'lived' 
in at least four places, including with her mother, with her boyfriend, with a friend, 
and in a semi-independent living arrangement. 
While family plays a large role in the experiences of many street youth, some 
youth on the streets have also had contact with the social service system and their 
experiences with that system can have a significant impact on their development. 
Under the Child, Family and Community Service Act, The Ministry for Children and 
Families is responsible for the placement of children and youth in substitute care 
(Task Force on Safeguards for Children and Youth in Foster or Group Home Care, 
1997). Being in the system means that youth are taken from their natural home and 
placed with other relatives, foster parents or in a group home with other youth. Youth 
who are in care are generally those who are placed in foster or group homes. Of the 
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seven youth I interviewed, four revealed that they had been in care at some point in 
their lives. According to a McCarthy's (1995) report on street youth in Vancouver, 
almost half have lived in foster or group homes. 
Some youth run away from or are kicked out of their biological families ' 
homes and others leave foster homes or group homes. Although the term runaway 
implies some kind of choice over one' s actions, over 60% of street youth surveyed in 
Vancouver say that they did not feel that they had a choice about leaving home 
(McCarthy, 1995). Taking youth from their homes and then placing them in care, 
although often the only alternative available, can have detrimental effects and 
sometimes results in runaway attempts. Reasons for running away vary, but often 
abuse of some kind is a factor. According to youth who leave home, chronic family 
violence is the leading reason that they leave (Hagan & McCarthy, 1997). Those 
youth who are removed from their natural homes due to abuse often continue to 
experience sexual or physical abuse in foster homes or group homes (Raychaba, 
1993). Youth in care are often placed in many homes for short periods and have 
many guardians during that time. Over time this transience results in little trust of 
adults so the street youth community sometimes offers a more comfortable 
environment. 
Living in many different home environments within a short time is a 
phenomenon not only experienced by street-involved youth who were previously in 
care but is also experienced by those youth who have left their natural families to live 
on the street. For example, a Vancouver-based study reported that compared with 
three quarters of mainstream adolescents who live with both parents, two thirds of 
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street youth have lived in at least three different family situations (eg. mother only, 
father only, and other) (McCarthy, 1995). In the sample of adolescents I interviewed, 
none was living with both parents and many described having been in a variety of 
living situations since childhood. 
The backgrounds of street-involved youth are as varied as the youth 
themselves. While the number of living situations they have experienced contributes 
to their differentiation as a group from mainstream youth, the variety of their living 
environments differentiates them from one another. 
An invisible sub-culture. Many youth are invisible even to other adult 
members of the street community. The limited awareness of youth prostitution among 
other street people is a good illustration of the extent to which street-involved youth 
are unseen. According to a local outreach program in Prince George, the number of 
street-involved youth working as prostitutes is approximately 45 (Leblanc, 1997). 
Through my work at a local AIDS organization, I was often in contact with injection 
drug users who spent a lot of time on the street. Dave, a 36-year-old man who has 
been using heroin for 15 years and is well connected to the street scene in Prince 
George, greatly underestimates both the number of youth on the streets and the 
number who are involved in prostitution. He told me that the number of street-
involved youth in Prince George is very low and that there are only approximately 5 
girls under the age of eighteen working the streets here. His girlfriend, a former 
prostitute, agreed with his estimate. Dave is a good example of a member of the street 
community who is unaware of the size of the street-involved youth population in 
Prince George in part because of the way the youth perform this kind of work. From 
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discussions in the course of my field work it was apparent that much of the 
prostitution goes on in apartments or in less public areas and sometimes it is not 
money that is exchanged, but rides to Vancouver, or drugs, or an offer of a place to 
stay for a while. 
Street-involved youth are easy to miss. While some adult members of the 
street community may sleep in alleys, at automated teller machine booths, or in run-
down buildings, youth under 19 tend not to expose themselves in the same way. They 
are less visible because it pays to be discreet. The consequences of someone finding 
out about where they are staying or what they are doing could mean that they are 
forcibly detained and then returned home or placed in the care of a social service 
agency. This does not mean that youth in Prince George do not sleep on the streets, 
but they tend to do it with more discretion and less regularity than their adult 
counterparts. 
Street-involved youth living within two cultures. It is important for 
adolescents to feel accepted, both by their own peer group and by society as a whole. 
Some lessons learned from studying other marginalized groups' ability to fit in may 
also be applied to the case of street-involved youth. The term bicultural competence 
describes the ability of an ethnic minority individual to successfully alternate between 
two cultures, taking advantage of mainstream opportunities without compromising the 
culture/values/belief of his other culture or cultural identity (Eron, Gentry & Schlegel, 
1994 ). The ability to adjust to both cultures in different social situations has positive 
effects. "Bicultural efficacy can be seen as empowering minority groups in situatwns 
in which they have been rendered relatively powerless by oppression and structured 
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inequity " (Eron, Gentry & Schlegel, 1994, p. 79). This concept of bicultural 
competence may also apply to street-involved youth in terms of the need to live in 
both mainstream and street society. Street-involved youth are bicultural in a number 
of ways. Many of them are not only bicultural in terms of whether or not they live at 
home, but are also bicultural in terms of their involvement in drugs, prostitution and 
violence. Among the participants in my study, I saw many examples of the challenges 
faced by having to live by two sets of rules. One clear example was the variation in 
daily schedules. For several of the participants in the Peer Health Counselling Course, 
arriving at 9AM for a course that they chose to enroll in was a major achievement. 
The conflict between keeping a conventional schedule from 9am to 5PM and earning 
money, or partying in the early hours of the morning was evident. At least three of the 
females were prostitutes and had "dates" late in the evenings. In the afternoons these 
girls had trouble staying awake and during smoke breaks they would usually lie down 
for a short nap on the couch. For these youth, their bicultural competence was 
challenged with the clash between their participation in a course and its mainstream 
timetable, and their continued involvement with the late-night lifestyle of the street. 
Street-involved youth have to exist in mainstream society and respect the 
rules in order to maintain their street freedom and stay out of legal trouble. For 
example, on the one hand, getting caught stealing food or dealing drugs may not only 
land them in legal trouble, but may also send them back to an unwanted place of 
residence such as with a parent or foster parent. On the other hand, it is difficult to 
earn society's acceptance when street-involved youth are considered deviant and so it 
is desirable to be a part of a group that sees them as normal. Accordingly, there is a 
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street subculture where the criteria for gaining respect can be very different than that 
of mainstream culture. For example, becoming violent is generally not necessary in 
order to secure safety or social position in mainstream society but among street-
involved youth, as will be discussed in later chapters, violence can be a stepping stone 
to achieving greater respect. 
As street-involved youth begin to move beyond the boundaries of the street, 
there may be conflict as others see them begin to advance in mainstream culture. 
Jennifer, whose situation was briefly described at the beginning of this chapter, dealt 
with some of this conflict. At an outreach centre where she often spent time, a 
newspaper picture taken of the participants at the completion of the course was put up 
on the wall and Jennifer who was included among those in the picture, received a 
great deal of encouragement from the staff at the centre. Soon after she finished the 
course, she started to look into other educational programs and began to think more 
seriously about her life goals. When I saw her a month later, she had scratches on her 
hands from recent fights. A staff member at the centre describe~ the conflict that was 
taking place in Jennifer's life as a time of transition. Some of her friends who were 
also street involved saw Jennifer's interest in education and work as a threat to their 
way of life. Her movement may have caused them to look at themselves with the 
resulting feelings leading to conflict and fights . 
Jennifer's situation reminded me of a story once told to me by an Elder of the 
Carrier Nation, to describe what he was seeing among many of the young Aboriginal 
people in his community. I believe that the story may also apply to street-involved 
youth who are in transition between the mainstream and marginalized street culture. 
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An old man was out fishing for crabs one afternoon and pulled up the trap to find it 
full of both red and white crabs. He took out the white crabs and put them in a bucket 
and quickly put a lid on the bucket. Then he took out the red crabs and put them in a 
second bucket that had no lid. He dropped the trap full of bait and after about 20 
minutes pulled it up to find it full again. Once more he placed the white crabs in the 
bucket with the lid and placed the red crabs in the bucket with no lid. A young boy 
was quietly watching the old man and then finally asked, "Why do you put a lid on the 
bucket that holds the white crabs but leave the other bucket open?" The old man 
called the boy over and lifted the lid off the first bucket. The boy looked in and saw 
that the white crabs were clawing up the side and falling over the edge of the bucket 
when the lid was off Then the old man instructed him to look inside of the other 
bucket. The boy saw that the red crabs were also clawing up the side of the bucket 
but that none were falling out. He watched a little while and finally understood why 
no lid was needed. Whenever a red crab came close to the edge of the bucket, the 
other crabs would reach up with their claws and drag him back down. 
In this story, the red crabs could represent street-involved youth and their attempt to 
climb out of their situation. As they begin to leave others and seek out new ground, 
peers sometimes pull them back into the street lifestyle. Jennifer's situation is not 
unique in that many young people trying to get off the street find it difficult to do so 
while remaining in close contact with others who may not be very supportive about 
the change. Hagan and McCarthy (1997) also found that youth who were trying to 
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make a change often felt held back by street friends who were still involved in 
unhealthy activities that were not conducive to positive change. 
Conclusion 
Differentiation, power and secrecy identify street-involved youth as a 
marginalized group in our society. The family situations of these youth are often 
difficult, marked by transience and instability. Once on the street, many become 
invisible in order to avoid detection and the return to undesirable homes. The 
necessity to exist both in the mainstream and in the street sub-culture can generate 
strengths but is often fraught with conflict. In the following chapters I will examine 
the health concepts of and helping relationships among street-involved youth. Their 
marginalized status should not be factored in as merely one of the many influences 
that shape the way they think and act but should be viewed as a backdrop to their 
world view, an integral part of the way that they form and express their ideas. 
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CHAPTER FIVE 
Health Concepts 
Most health research among young people has centered on descriptions of a young 
person's health, objective health, outward health behaviour, and health habits (Lindholm & 
Eriksson, 1998). More abstract ideas about how youth view health, how they define it and 
how those concepts fit into their lives are difficult to uncover and are not present in the 
broader literature about youth and health. One factor that may influence adolescent health 
behaviour and attitudes is their concept of health: the ways they think about, define, and 
value health and the role that health plays in their lives. An understanding of health 
concepts of street-involved youth in particular may help frame the development of services 
such as peer helping. The discussion in this chapter responds to the question, 'how do 
street-involved youth define and value health?' Interviews and observation uncovered 
three themes that emerge from descriptions about health concepts: health as a physical, 
mental and emotional state; health concepts and experiences with service providers; and 
health as a resource to achieve other goals. 
Health as a Physical, Mental and ~motional State 
There was a great deal of heterogeneity among the street youth I interviewed in 
terms of how they perceive health. This is not surprising given that adolescents show 
greater variance in their level of cognitive development than individuals at other 
developmental stages (Millstein & Irwin, 1987). The implication of this cognitive variance 
is that not only did the youth express their ideas about health differently, but many held 
differing notions of what it meant to be healthy. Some participants defined health by 
referring to absence of illness, others took the positive perspective and gave examples of 
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what is present in a healthy state. Many of the answers to the question "What do you think 
of when you think of health?" centered on the physical, more concrete aspects of health. 
For example, illness, drugs, and nutrition were often included in definitions of health. 
Other youth expressed an understanding of health in a broader sense by including 
references to depression or anger. 
Most of the street involved youth described health as the absence of something. 
This concept was illustrated in answers to the question, "How would you describe a person 
who is healthy?" Some of the words and phrases used in response to this question were: 
Someone who's not sick all the time. (2HC-D) 
Someone who doesn't do drugs, who's clean [drugfree}. (4HC-D) 
If you like, have no flus or cold, you're just okay, you're not sick. (4HC-D) 
People who are not depressed all the time. (3HC-D) 
Don't go to fast food restaurants very much, don't smoke and do drugs and stuff, 
... wouldn't get in a confrontation with people. ( 5HC-D) 
These answers reflect the youths' tendency to associate health with the absence of 
something rather than the presence of something. Describing someone who is "not sick" 
and "not depressed" as a healthy person implies a passive state of health, that being healthy 
is not about taking measures but about avoiding illness. 
Participants conveyed more positive notions of health as well. Descriptions 
included: 
Being in good shape and eating healthy food (4HC -D; 7HC-D). 
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The answers imply that health can be something to work toward, something to be 
maintained by specific behaviours like physical exercise or choosing a healthy diet. 
Although only seven adolescents participated in an in-depth interview on this topic, it may 
be noteworthy that all three female participants made mention of nutrition and three out of 
four male participants referred to working out or being in shape. This may be a reflection 
of the broader social emphasis on the need for women to monitor their food intake and for 
men to aspire to having physical strength. 
A few participants spoke of health as having many dimensions. For example, 17-
year-old Rick states," there's physical health, emotional...social health" (4HC-D). As this 
young man spoke he searched for these words as though he were retrieving them from a 
lesson temporarily forgotten. I had the sense that he thought of the concept of health as 
having many dimensions, a concept that he was learning to understand but had not yet fully 
grasped. The connection between this sort of an understanding of health and counselling 
history will be explored later in this chapter. 
I asked the participants to list the three biggest health problems among their peer 
group. Common answers were those that one would expect of adolescents, that is: drug 
use, sexually related problems (including pregnancy) and smoking. A noteworthy 
exclusion from the responses to this question was violence. The place of violence in the 
domain of health is one that is either absent or unclear to many street-involved youth. 
Violence played a key role in all of the participants' lives and for some, their past 
experiences with violence were among the primary reasons that they were involved with 
street life. Prior to beginning this research, I expected that due to their experiences with 
violence, street-involved youth would have brought up violence during discussions about 
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health. When I asked all participants if violence was considered to be a health problem, all 
but one quickly answered this question in the negative. Some of their descriptions of 
healthy people came very close to including issues of violence but when pressed, all 
participants said that it was not a health problem. For example, one participant said that a 
healthy person was, among things, one who did not get into a lot of confrontations. Later, 
this same participant failed to include violence as one of the top health problems of his 
peers. After the first few times this kind of response occurred, I began to think about the 
youths' connections to violence and wondered 1) if they thought of violence as a problem 
and 2) how they would categorize violence if it indeed was a problem. Scott, a 17 -year-old 
spending time in youth detention, had this to say about the subject: " It's a problem but I 
wouldn't view it as a health problem. I don't know .... ifyou get in a fight and get cut or 
something maybe" (4HP). 
Scott's answer reflects the tendency of the youth I spoke with to think mainly of the 
visible or concrete aspects of health when describing actual situations or problems. 
According to Scott, violence only becomes a problem when someone is cut, in this case 
when there is visible physical damage that can be repaired with a bandage. There seem to 
be two kinds of thinking at work here. I probed his thinking on the issue of violence further 
and asked what kind of problem it may be. He replied, "[violence} is maybe a mental 
problem. It's just always been there, you're around it all the time .. . you kind of get used to 
it" (4HP). On the one hand, Scott exhibits operational thinking in his description of health 
but demonstrates a pre-operational reasoning when he tries to describe the problematic 
aspect of violence (Piaget & Inhelder, 1958). 
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Scott's words reveal a sense of inevitability and hopelessness around violence. The 
unchanging nature of its presence seems to deem it unrepairable and therefore out of the 
realm of health problems, unlike the cut described earlier. Interestingly, Scott included 
mental health as a part of his definition of health, but when he referred to violence as a 
"mental problem", he did not perceive it as a health problem. This inconsistency says to 
me that although he has learned some of the holistic health language, he has not yet 
translated that to specific behaviour and may not think about health in a holistic way. 
A history of counselling gave some participants the language and/or understanding 
to discuss less concrete and visible aspects of health. Four out of the seven participants I 
interviewed included descriptors of health beyond simply physical characteristics but most 
could not translate these social/mental/emotional notions into a discussion about existing 
health problems with their peer groups. Ricky was an exception in this respect. He used the 
phrase "lack of social health" to describe one of the biggest health problems among his 
peer group. When I asked for further clarification, he explained, "lack of spending time 
withfriends ... not socializing enough. Most of the time people stay home or get stoned and 
watch movies and stuff like that. Also, lack of listening skills is part of all that" ( 3HC-P ). 
Ricky was one of the most eloquent participants that I interviewed and spent time 
thinking about his answers before he replied. That he included social interaction problems 
in the broader category of health issues indicated an advanced understanding of health and 
of how varying activities impact upon health. 
The response from another interviewee, 16-year-old Dave, also stood out as one 
that embraced a more holistic sense of health. Dave explicitly mentioned mental health 
when asked to describe a healthy person: 
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Well, a person is healthy if they have a good mind and they exercise it a lot, and 
they socialize a lot, and if they're physically healthy. If they're always happy and 
stuff, then you can tell that they're healthy. (6HC -D) 
This unique description of health prompted me to ask Dave why he might have a broader 
sense of health than some of his peers. Dave explained that he had been in counselling 
before and that there was often talk of mental health and the importance of having a 
positive attitude. 
One long-term effect of family/individual counselling with adolescents may be the 
gift of a vocabulary to talk about health. Compared with other participants who tried to 
describe health as something greater than simply not being sick, both Dave and Ricky 
struggled less to find the words or examples. In another discussion, Paula, a 17-year-old 
young woman, tentatively used the phrase "anger management" to refer to her need to talk 
when she is "messed up". She said that she used to see a counsellor when she was upset 
and that afterwards she would feel better. Although anger management was just one 
activity in Paula's counselling history, she was able, ~ith that language, to use it as a way 
to talk about the larger issue of health. 
The three participants who had discussed their experience of counselling were also 
the oldest and seemed to have a firmer grasp on health as a holistic concept. Both their age 
and their experience with counselling may represent the dual processes of both cognitive 
development and increased self-awareness. 
Cognitive ability develops with age and according to Piaget and Inhelder (1958), 
one component of this development is the shift from concrete to operational reasoning. 
The discussions with the three oldest participants showed some signs of operational 
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reasoning, although, as mentioned earlier during the discussion on violence, at times pre-
operational thinking patterns were evident. 
Lindholm and Eriksson (1998) state that "awareness of suffering gives depth to 
health" (p. 523). According to Blum (as cited in Hanna and Jacobs, 1993), just as adults 
think most about their health when it is threatened, adolescents generally do not think 
about health until they have experienced its absence. Therefore on some level, it would 
seem that the adolescent must be aware of a state of poor health if she is going to recognize 
health. Ricky, Dave and Paula revealed that they had been through counselling where they 
may have understood or been given the impression that their mental health was less than 
ideal. Paula was able to use new language to discuss her past and Ricky and Dave were 
able to discuss aspects of health in a way that seemed unique among their peer group. Had 
these three never received counselling, they may not have been able to discuss mental 
health as an aspect of health. The health experiences that youth go through may impact 
their health definitions. 
Health Concepts and Experiences with Service Providers 
As was discussed in Chapter Four, street-involved youth have had many 
experiences that are unique to their marginalized status. For example, many have been in 
the social service (i.e. group homes or foster care) or the justice system (i.e. detention 
centres, probation) and have been influenced by what they have observed or experienced in 
these environments. Street-involved youth also suffer from more health complaints on 
average than other youth (McCreary Centre Society, 19.94; Sherman, 1992). Their 
experiences accessing health services have also helped to shape their health-related 
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perceptions and values. In the following section I will discuss specifically how experiences 
with various service providers influence the health concept of street-involved youth. 
Group home workers. Youth who live in group homes are often exposed to 
authority figures working in the homes who act as guardians. At the time of the interview, 
Charlene has been living in group homes for 5 years and had lived with many 
workers/guardians in that time. Those who are employed at group homes often work in the 
home for 12-hour or 24-hour shifts and so the youth are able to observe them long enough 
to learn their daily habits, including their eating habits. When I asked Charlene to describe 
a healthy person, she described the female worker at her group home: 
Well, there's this staff member, she's really healthy, she like works out and you can 
tell right off the bat that she's healthy and she's not really a junk food addict or 
whatever. I've noticed the things she eats and it 's just mostly vegetables and just 
health stuff. (2HC-D) 
Charlene's tone of voice as she described the staff member seemed to indicate that she was 
impressed by the habits of the staff person, that this woman was someone she looked up to. 
Staff at group homes may be in a position to influence health habits or at least perceptions 
of health held by youth who are in their charge. 
Counsellors/health care providers. Some of the participants I spoke with indicated 
that they had made contact with health care providers due to alcohol and drug-related 
illnesses, abuse, depression and other symptoms of their living conditions. In some cases, 
negative experiences with particular health care providers affected attitudes about health 
care providers in general. Tamara, a 17-year-old-youth, made this comment about doctors: 
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Well, like you know how some doctors do drugs and drink and whatnot, right and 
they 're trying to keep people healthy? So it's like, I don't see why they are doctors 
if they try to do that and they're trying to keep other people healthy. (I HC-0) 
When I questioned her further, she explained that she had personal experiences with health 
care providers (counsellors in particular) who had abused drugs themselves. Tamara' s 
experience with certain health care providers who abused drugs may have affected her 
feelings about doctors as a whole. Tamara comes from a reserve community where the 
quality of health care has been lower than that available in urban areas. Drug and alcohol 
counsellors on-reserve often have little education or training and sometimes have not fully 
resolved their own substance misuse issues (National Round Table on Aboriginal Health 
and Social Issues, 1993). Many of the youth I spoke with seemed very aware and critical of 
hypocrisy, possibly because they have suffered the ill effects of adults who do not behave 
as expected. 
Health as a Resource to Achieve Other Goals 
The perspective of health as a resource surfaced with some of the street-involved 
youth when conversations that began with a discussion about health often turned into 
conversations about life goals. Without directly linking these two concepts in cause and 
effect language, some participants conveyed the sense that health is a means to a greater 
end. This was best illustrated by Paula, who repeatedly made references to her goals. In 
her interview, she spoke several times to her desire to keep away from certain people and 
health behaviours in order to ensure that her future would be bright. She spoke to me 
about some friends of hers who were working as prostitutes downtown. She said that they 
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would often encourage her to take up that kind of work, claiming that she could make a lot 
of money. 
They're like, come on, you should try it, make some good money. But no way man, 
they can do that to their lives if they want to, but I want to take care of myself, I'm 
going tofinish school...nothing's going to stop me from going to school 'cause I 
want to graduate and I want to get a job and all that, so I was like, it's your guys' 
choice man. (3HC-R) 
Her reaction to this kind of encouragement from peers seemed indicative of her need to 
keep an eye on her goals. A related conversation about what she perceived to be health 
problems among her peers also reflected a desire to safeguard her achievements and 
potential. 
When somebody starts doing drugs its hard for them to quit. It's a problem right 
now because I used to do marijuana, the only times I do it now is when I get all 
that anger in me again. It's the only time I do it, but like now, I know nothing's 
wrong with me so I haven't been doing it ever since ... like all my friends do it and I 
just say go ahead and they'll pass it to me and I'll say no ... J'm okay. (3HC-R) 
In this example, Paula has linked her anger to her unhealthy behaviours. Although this 
statement could mean several things, Paula seems to be taking pride in her ability to pass 
up the chance to smoke up with her friends and takes it as a sign of a healthier emotional 
balance. 
The value of health seemed to vary from participant to participant. I asked Jason, 
who was doing time at a detention centre, if he thought health was important in his life. 
He responded that he did not think that it was and that he did not give it much thought. I 
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asked what it was that he thought about: "My goals ... l'm working on them so that I don't 
end up in here again" (2HC-R). The valuing of health as an end in itself is uncommon 
among young people. Lindholm and Eriksson ( 1998) describe several dialectics that exist 
in health perceptions of young people. Although their study involved participants who 
lived very different lifestyles than did mine, some of the ideas are relevant for both groups. 
They argue that in order to experience the sense of having or not having health, it has to be 
given some value. They state: 
It is not possible for anyone to experience health without having something 
valuable. It is the experience of having a well from which to scoop or some 
resources available. For the experience of having something valuable to qualify as 
a health experience, it is of the greatest importance that the individual regards what 
he or she has as meaningful and important. (p. 517) 
In my research with street-involved youth I found that whether they believed that their 
lives were meaningful or valuable dictated their drug use, their use of violence, and the 
general care they took for themselves and for one another. The more that they believed 
they were worth or the greater their understanding of their own potential, the more they 
concerned themselves with health and saw themselves as active players in their own state 
of health. 
Conclusion 
The descriptions of health given by the participants in this study reveal that the 
health concepts of street-involved youth vary from individual to individual. When 
defining health, the youth gave responses that sometimes reflected a primarily physical 
understanding of what it is that constitutes health. Some exceptions to this that were 
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evident in descriptions of health were more multidimensional and holistic in the older 
participants. The words of the participants reflect both their individuality and the effects 
of their marginalization as a group. In some cases, the poverty that they have lived through 
has effected the level of health care they have received and consequently their perceptions 
of health care providers. In other cases, counselling experiences have helped to make them 
aware of mental and emotional health. The concepts of health held by street-involved 
youth are related to their life experience and to the value they place on their lives. These 
factors in tum are intertwined with the relationships they form, especially their 
relationships with one another. 
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CHAPTER SIX 
The Relationships of Street-involved Youth 
The social fabric of street life existence for adolescents varies greatly from 
group to group. Although sexual abuse, poor family conditions, crime and transient 
shelters can serve to add to a sense of aloneness, street-involved youth form important 
ties with one another as part of developing their identity. There were three themes 
about relationships that emerged from the data: a) the social community of street-
involved youth; b) how the street responds to needs of youth and c) how youth 
support one another as peer helpers. 
The Street as Community and Family 
In trying to determine the kind of relationships that exist among street youth in 
Prince George, I asked the youth whether they felt like they were part of a community 
when they were hanging out downtown with their peers. The answers varied; some of 
the respondents did not feel as though they were part of a community and others said 
they felt a part of a community when they were with their friends: 
Yes, I do in a way because I'm with my friends and stuff and we usually hang 
out down here, so I feel like I'm part of community I guess ... yeah. (5C) 
With my friends? Sometimes, yeah. (3C) 
Yeah, we're pretty much just friends, hanging out, having fun. (6C) 
These three respondents grounded the concept of community in familiar language and 
concepts by referring to their feeling of belonging with friends. Although street youth 
spend time alone, their life on the street is often very social. The responses of street-
involved Prince George youth reflect that it is mainly the people in their peer group 
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that create the feeling of community. That is, their comments on community do not 
focus on the neighbourhood, the hangouts, or the services. 
For many street-involved youth, the experience of family has been unhealthy 
at best and devastating at worst. Diane, a 15-year-old young woman who had spent 
some time on the street in Prince George calmly described why she was wasn't living 
with family: 
My Dad hit my Mom and broke her jaw, s9 she couldn't really eat very well 
for a while. Then he moved away and got married again and murdered my 
Stepmom. He doesn't live here now, my Mom doesn't either. I've stayed at 
lots of different places, group homes and stuff and I know that all those family 
things affect you. That's why I'm at [an alternative school}, not in regular 
school. (PC-F) 
Diane told this story with little emotion, as though she had told it many times. She 
described her home life, referred to staying at many different places and then finally 
connected it to her placement in an alternative school program. The tone of her voice 
throughout my conversations with her could not be described as sad, but closer to 
hopeless. 
Diane's story is not uncommon among the youth who are involved with street 
life. Somehow, the ideal closeness of family has been preserved even though that is 
not the norm in many of these youths' lives. In a related conversation, Diane later 
talked of her future plans to go to Vancouver and be with her brother: "I'll probably 
go down to Van when I'm finished school. My brother lives down there so I could go 
and live with him ... he lives in the Eastside and does heroin and stuff but he's okay" 
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(PC-F). This effort to hold onto family in the face of difficult odds reflects the 
importance of family ties and the hold that family members have on one another even 
when those ties can be detrimental. 
While the experience of family has often not been positive among street-
involved youth, family titles seem to hold respect. In the case of some youth, where 
biological family is absent, friends are accorded familial titles. Some of the 
participants described very close friends as brothers and sisters. For example, 16-year-
old Charlene described a close friend in this way: "She's like a counsellor, but a 
friend. She's cool man, awesome, like a sister" (6P). For Charlene, the naming of 
another as a brother or sister seems to confer a special status. Hagan and McCarthy 
( 1997) asked street youth to describe how they felt about the peers they spent time 
with. The youth in that study also described many of their groups as families and used 
conventional family titles when speaking about their group, some using the phrase 
"street sister" or "street brother" to refer to someone who they could count on and 
held a valuable place in their lives. 
Needs Met by Street Relationships 
The need to recreate a family may be an instinct for survival for street-
involved youth to meet needs that are difficult to meet alone. Safety and shelter were 
two needs met by some of the participants' peer groups. For example, while I was 
walking on the street with one of the participants, Paula, we passed three homeless 
adults, two men and one woman. She told me that those men beat up that woman all 
the time. I asked her what she thought of men beating up on women. She responded, 
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"My friends would never let that happen to any of us. If someone tried to do that to a 
girl who was a friend of ours, the guys would kick the shit out of him" ( 4P ). 
Paula's words indicate a faith in the security provided by her friends . They also 
reflect the ongoing theme of violence that is constantly looming over the lives of 
these youth. Although they did not identify violence as a health problem (see Chapter 
Four), it played a major role in all of the participants' lives and likely does so for most 
street involved youth. While Paula lives with her father, it is noteworthy that she did 
not speak of the protection that he may provide. This frulure to speak of family 
members as her protectors or avengers may be due to the natural association she has 
with the street and her friends who spend time with her there or it may have historical 
reasons that were not revealed to me. 
Peer networks not only offer safety to women but also to young men on the 
street. When asked about peer helping behaviour, a young man explained that one of 
his friends played the role of mediator and would often break up fights. These safety 
and security issues are particularly important when the possibility of violence or harm 
is ever present. 
Not all needs are met through street sisters and brothers as some follow up 
discussions with participants revealed. The needs met by street families are more 
immediate, for example those of safety, shelter and companionship whereas long term 
emotional support is not as evident. Charlene, whom I quoted earlier in this chapter, 
described her relationship with her best friend as being like that of a sister. One year 
following my initial interview with her, I was talking to Charlene again at a local 
function for at-risk youth and asked about her friend. She grew sullen and explained 
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that her friend had "opened her mouth" and betrayed her. She seemed very lonely but 
was hopeful about getting into an apartment to begin semi-independent living. 
Although it is not uncommon for adolescents to gain and lose friends frequently, on 
the street, the loss of a friend may have broader implications. For example, if the 
close friend is also a surrogate family member, the loss may be enough to cause 
depression or unhealthy acting out behaviour such as increased drug use or violence. 
Hagan and McCarthy ( 1997) also found that in many cases, street families do not feed 
the emotional needs of their members. In that study, researchers spoke with street 
youth in Vancouver who described being used by their friends for drugs or money or 
shelter and said that street families generally did not support healthy lifestyle changes. 
Some participants said that some of the friends they had on the street or the 
system were 'there' for them. In reality, the high mobility of these youth means that 
they are often not 'there' for one another in the long run. Bradley ( 1997) found that 
street-involved youth sometimes included acquaintances and strangers among their 
supports and he suggests that their understanding of a supportive relationship or 
network may be affected by the lack of permanence that permeates their lives. 
Changes such as frequent foster care or group home reassignments, running away, 
youth detention, or regular evictions from apartments all mean new telephone 
numbers or places of residence and temporary or permanent absences. Of the 17 youth 
in the peer health counselling course, all of whom I could contact by telephone either 
directly or indirectly before the course, only four were still at the same phone number 
only six weeks later. Although some strong friendships are forged despite the 
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transience, the temporary nature of some of those friendships has an impact on the 
extent to which peer relationships can be relied upon. 
Peer Helping Among Street-Involved Youth 
When I asked the youth questions about peer helping I initially asked that they 
give me examples that involved health matters. When I realized that the youth were 
having trouble relating to the question in that form, I expanded it to include any 
helping behaviours. 
I found that the participants' responses to questions about peer helping 
reflected a range of helping behaviours either directly experienced or observed. For 
example: 
I used to have a lot of anger in me, and every time I'd know if I'm 
getting angry I'd go and talk to my cousin, and then every time I went and 
seed [sic] her she always made me feel better and then after that I leave and 
feel a lot better. (I PH) 
When I found out my sister died in Vancouver, [she was in a gang and 
she got stabbed] I didn't know who to go to, to talk about it and one day I 
thought I could trust my friend and .... he never said anything to anybody else 
about it. (2PH) 
If I need a place to stay cause I'm AWOL I can go to my friend's 
apartment and crash there. (3PH) 
My friend Rob can mediate a fight, but he's never stopped something really 
serious from happening. (5PH) 
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Scott uses needles and has Hep C so he talks to me and his other 
friends, tells us to stay away from the shit, never to use needles. (7PH) 
These responses reveal an informal helping network among street-involved youth. 
Although many mainstream adolescents have friends they can access for help, the 
nature of the help available through the relationships of street-involved youth reflect 
the reality of the street. For example, when asked if they could go to a friend if they 
needed a place to sleep, all participants immediately answered in the affirmative, as 
though this were a familiar or at least not uncommon experience. Likewise, the 
advice received from an injection drug user infected with Hepatitis C reflects the 
reality of hard drug use among some street-involved youth that is less prevalent in 
mainstream adolescents. 
When I asked about which qualities would be best for a peer helper to possess, 
the value placed on someone who can listen, understand and not judge was evident in 
their answers. Some youth had friends in their lives who they were able to access in 
times of need, others described what they would ideally need in another person in 
order to go to them for help. 
Listening 
They listen to whatever I say and they help me on whatever I need. 
Like if I get angry or whatever, they'll be right there to help me and that's 
good. (4PH) 
It's just, they listen. I know they're listening to me and they 're not just 
looking away and not paying attention to me and what not. (7PH) 
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She's a good listener. ( 1 PH) 
She doesn't tell me exactly what to do, but she gives me suggestions of 
what 1 should! do, but she doesn't go 'oh well, you should do this and that and 
whatever.' She 's like a counsellor but a friend. (6PH) 
If they were being hypocritical] wouldn't listen. They kind of have to 
be better, over their problems but still around. Like walking a line. (2PH) 
These statements from the youth illustrate their desire to be heard. They know the 
difference between good and bad listening and presumably have had some experience 
with both. For example, the young woman who states; "/know they're listening to me 
and they're not just looking away and not paying attention to me and whatnot," shows 
her understanding of a particular kind of listening, one that involves a respect and 
skill beyond the mere use of auditory senses. 
Understanding. Some of the youth describe a good peer-helper as one who 
does not judge them but instead understands where they are coming from. For 
example, a young man explains, "[I'd rather talk to] someone who's actually 
experienced stuff and knows what you're talking about. Someone's who's not a geek, 
like straight A's and stuff probably wouldn't work" (2PH) Street-involved youth want 
freedom from judgement. They indicate that they would like to talk to someone who 
has been there for several reasons. Someone who is familiar with their lifestyles may 
have more relevant information or advice for them, and also, possibly more 
importantly, talking to someone who has walked in their shoes may reduce the chance 
of judgement. 
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A discussion during the Peer Health Counselling course indicated that street-
involved youth are less critical of socially unacceptable behaviour as they themselves 
have often participated in behaviour that many would judge harshly. For example, 
during a discussion about relationship violence, the participants were suggesting 
reasons as to why many young girls remain in relationships that are abusive. Some 
female participants suggested that a girl might believe that the boyfriend's anger is a 
reflection of his jealousy, which is, in the end, a reflection of his love. I and others in 
the room commented that this was indeed confused logic on the part of the abused 
girlfriend. But one young woman·in the group spoke up and said, "We might know 
and talk like this now, but we've all done it, we've all been there. '1(PC) After she 
spoke, a few women murmured agreement and there was no disagreement from 
anyone in the room. 
In another discussion of mental health and suicide, there were jokes made 
about the psychiatric ward of the hospital. All the youth in the room seemed to know 
which floor of the hospital you get taken to after a suicide attempt. Again someone 
spoke up, this time a young man, and quietly recalled how it felt to be up there after 
an attempt. Like the young woman in the preceding example, he was reminding the 
group not to judge, to remember that what we were talking about was not an abstract 
mental health phenomenon, but it was actually their own stories, and the stories of 
their families and friends. 
In addition to the importance of good listening skills and the ability to 
withhold judgement, two other common qualities that were identified as important in 
a peer-helping relationship were trust and confidentiality. 
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Trust/Confidentiality 
So they're really easy to talk to and stuff and they don't go around telling 
everyone about your life and stuff. You can trust them. (2PH) 
Well first of all she doesn't go and pretend to be a friend and listen to what 
you say and then the next thing you know it's like all over town. Like she tells another 
friend and then tell another person, she's not like that.. She's a good listener and she 
doesn't tell anyone, it's confidential between me and her. (I PH) 
A breach in confidentiality leaves youth vulnerable to judgement from those who may 
not understand. In more practical terms, as was discussed in Chapter Three, a breach 
in confidentiality could lead to a return to a place that a youth does not want to live 
like an unsafe home. 
In my search for clues as to which youth would make the best natural peer 
counsellors, I asked some participants if education made a difference. Sixteen year-
old Brian explained, "school's not the big divider .. it's what your background is, how 
you grew up, what your parents are like" (7PH). Brian's insight shows an 
understanding of differences that have been confirmed presumably by his own 
experience and that of his peers. He is aware of the things that place him and his peers 
in the same group and is, in effect, aware of his membership in a group of 
marginalized young people. His answer illustrates his recognition of problems that 
run deeper than the symptoms on the surface. 
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Conclusion 
Street-involved youth seek out and establish relationships with others in 
similar positions and in this way form a community in downtown Prince George. 
Although the family backgrounds of at-risk youth are often troubled, the desire to 
build and belong to a family structure can be strong. This need for social support can 
sometimes be met by other youth involved in street life although the support offered 
is often temporary and does not fulfill more permanent needs. An informal peer-
helping network exists for some youth and takes the form of those who are willing to 
listen to and sometimes fight for their friends. Safety and security are not always 
provided by the homes or places in which some street-involved youth reside and so 
are sought out among friends. Street-involved youth are able to identify the qualities 
that they require in a helper and these include the ability to listen and to keep 
information confidential. 
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CHAPTER SEVEN 
Discussion 
At the outset of this study, I was interested in investigating how the health 
concept of street-involved youth would be related to the health-related helping 
behaviours exhibited among their peers. The results of this exploratory study reveal 
that some of the ways in which street-involved youth perceive health and experience 
peer-helping are influenced by their individual experiences and their collective 
marginalization. The results also suggest that these youth offer some support to one 
another through peer networks. The findings of this study may contribute to a better 
understanding of how to support the informal peer network of street-involved youth 
and thereby increase the support they offer to one another. 
Health Concepts 
When youth were asked to describe what it meant to be healthy, two major 
themes emerged from their answers: health as a mental, physical and/or emotional 
state, and health concept as it relates to experiences with service providers. I expected 
that the experience of being street-involved would be reflected in the descriptions of 
healtl;l and in the stated health priorities held by street-involved youth and their peers. 
That expectation came from two places, firstly from my past experiences working 
with marginalized youth and secondly, from some of the literature dealing with health 
concept (Hanna & Jacobs, 1993; McCormack & Gooding, 1993). 
Although their answers varied, most of the participants' descriptions of health 
were the kinds of descriptions that one would typically expect of adolescents. For 
example, respondents' ideas of health included staying in shape, eating well and not 
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smoking. This is consistent with the few studies that have explored adolescent health 
concept, where findings have shown youth to generally give clinical and functional 
definitions of health (Millstein & Irwin, 1987, Gillis, 1994 ). 
The importance of investigating the health concepts of particular sub-groups is 
highlighted in a comparison between the findings of this group of street-involved 
youth and the findings of the McCormack and Gooding study ( 1993) dealing with 
homeless adults. One striking difference between McCormack and Gooding' s 
findings and my own is that most of the participants in their study found that meeting 
basic needs for food and shelter was essential to health while none of the participants 
in my study seemed to equate health with the need to meet basic needs. One reason 
for this inconsistency among age groups on the street may lie in the different 
experience of homelessness experienced by street-involved youth versus street-
involved adults. A youth on the street has generally spent less time without basic 
necessities than an adult on the street and therefore may not be as aware of that kind 
of suffering and may not include it in his or her definition of what it means to be 
healthy. For many street-involved youth, the basic necessities of life may still be 
taken for granted. 
I asked youth to identify the biggest health problems among their peer group. 
Their answers were similar to those reported in other research on adolescent health 
concerns with most of the youth listing problems like drug use, smoking and sexually 
transmitted disease among health priorities most prevalent in their age group (Weiler, 
1997). Generally, during our conversations about health and healthy people, it 
seemed as though there was little in the responses of street-involved youth that would 
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set them apart from other adolescents. Often the answers lacked depth, which is 
consistent with other research that has found that adolescents on the whole do not 
discuss health with the same depth as they do illness because it is not as noticeable a 
state as illness (Millstein & Irwin, 1987). Despite this general trend of providing thin 
responses in regard to health concept, in a few cases, other related questions and 
conversations during discussions about health concept seemed to get a little closer to 
what may be under the surface of their answers. In particular, this depth revealed itself 
with slightly older participants who acknowledged that they had received some 
counselling in the past. Therefore it is difficult to know whether the following points 
arose due to maturity, street-involvement, counselling or some combination thereof. 
Participants who had received counselling described varying levels of health 
and seemed to touch upon some of the issues surrounding health and their peer groups 
that lay under the surface. For example, a few of the participants who referred to past 
counselling also had a firmer understanding of the contribution of mental and social 
health to the broader arena of health and included it in their' discussions and 
definitions of health. Whether or not mainstream adolescents have this understanding 
and are able to express it in this way is difficult to say. The limited literature on the 
subject does not delve very deeply into the meaning of health within the context of 
youths' lives. In one of the few studies that looks at adolescent health, Gillis (1994) 
found that among adolescent girls, the most common descriptions of health were 
clinical and functional. There was no variable in Gillis' study relating those 
definitions to past experiences with counselling so it is unclear as to the source of the 
differences in health definition. I suspect that some of the street-involved youth who 
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had suffered through emotional trauma as so many of these youth have, may have 
come to understand the significance of their own emotional health in their lives 
through counselling. Furthermore, their experience and discussions surrounding 
emotional health may have given them the understanding and vocabulary to 
incorporate that dimension into their broader perspectives on health. 
For all of the participants in this study, violence figured very large in their 
lives and was directly or indirectly related to their street-involvement. Experience 
with violence colours an individuals' world view and because it is so common an 
experience among street-involved youth as a group, it contributes to their 
differentiation from the mainstream. Furthermore, the way they see the world is 
connected to how they see themselves in the world, which in tum is related to how 
they perceive major constructs in their life such as health. In the literature on street-
involved youth it is the not physical illness or disease, but the poor state of their 
emotional, mental and social health that is highlighted as the most detrimental to their 
future (Smart & Walsh, 1993). Despite the central role of violence in the participants' 
lives, when asked to define health and identify health issues, violence was never 
raised as an issue. I wanted to know how violence fit into their understanding of 
health problems but the questions I asked did not get at those answers. The challenge 
of trying to understand the omission of violence in their lists of health problems was 
connected to my use of the word health and how they defined it. This will be 
discussed further later in this chapter. While some youth may understand that health is 
multidimensional, at their adolescent stage of development, they may not be able to 
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translate the terms mental health or emotional health into the actual behaviours, such 
as violence, taking place in their peer group. 
Peer-Helping 
A sense of community exists for some street-involved youth and within that 
community, surrogate family relationships are sometimes formed. Just as the family 
backgrounds of street-involved youth vary, their sense of connection to one another 
also varies. The family history of many youth who spend time on the street is very 
dysfunctional and so the need to replace their natural family with one they can create 
draws them together and is perceived as necessary for survival by some of them. The 
youth I spoke with felt close to some of their friends who were also on the street; they 
relied on friends for the kinds of things for which other youth may turn to family. 
Thus, safety and companionship were two needs met for some youth by their street 
community. The street can be both a dangerous and lonely place and so a sense of 
safety and belonging can increase one' s sense of security. But street families are 
insufficient in terms of providing the array of needs required by youth. The youth in 
my study are highly mobile and while friendships can be meaningful, they are often 
short. The brevity and transience of these friendships leads to distance and distrust of 
others, adults and youth alike. Other research on street families has also revealed that 
the intensity of street relationships does not necessarily reflect the staying power of 
the relationships (Plympton, 1997). Despite this, the friendships do allow for helping 
networks to develop, however short -term they may be. 
When youth were asked about times that they have either experienced or 
observed helping among peers, they provided a range of responses reflecting 
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important helping relationships. The kind of people that they would ideally like to see 
in a peer-helping role would be someone who was known to them, familiar with their 
lifestyle, able to listen without judgement, and able to keep information confidential. 
Their responses also revealed that the ideal characteristics of a peer helper reside in 
those who can maintain a delicate balance between having first hand knowledge and 
experience and exhibiting the mature listening skills of someone who can be healthy 
enough to focus on the speaker. 
Implications of Using the Health Belief Model and Health Promotion Model for 
Community Health Research 
The Health Belief Model and Health Promotion Model provide opportunities 
and challenges as frameworks for understanding the relationship between health 
belief and health education planning for street-involved youth. 
The way that health definitions are utilized in the Health Promotion Model can 
help guide those involved in peer programming toward more effective programs. 
After examining the data arising from interviews and focus groups discussions with 
street-involved youth, an understanding of health concept did not seem to be related 
to activities involved in peer-helping among adolescents on the street yet there may be 
some opportunity for the model to guide peer program interventions. 
It is that disparity between what is required to improve health and what is 
considered "health" that may bring us closer to uncovering the gap in peer programs 
for street-involved youth. For example, although many youth listed smoking and 
being out of shape as examples of unhealthiness, encouraging fitness and 
discouraging smoking was not cited as a peer-helping activity among the participants 
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in their peer groups. When street-involved youth discussed peer-helping behaviours in 
connection with health, their concerns and examples were instead much more related 
to mental health, drug use and social health problems. Few youth defined health in a 
way that strongly incorporated these issues. 
The Health Promotion Model indicates that the definition of health is a factor 
in the decision to take health-promoting action. If this is the case, then there may be a 
need to ensure that there are commonalities between the definition of health, and the 
desired health promoting activities. Put in the language of health protection, if how 
one thinks about and defines health is related to one's health behaviour and tied to the 
decision to take part in preventive health behaviours, then that thinking likely needs to 
reflect the desired preventive health behaviours. The perceived health needs of the 
youth in this study were apparent in their health concerns which centred on mental 
health, drug use and social health problems, yet their definitions of health were largely 
clinical, defining health in most cases as the absence of illness. Gillis (1994) argues 
that the more narrow the definition of health, the more likely that the individual will 
not engage in health promoting behaviour. In the case of the street-involved youth, if 
their definition of a healthy person features descriptions such as "a person who 
doesn' t smoke or who isn't sick all the time," then it may be less likely that they will 
possess the understanding of health required to tackle the more complex health 
concerns of their peers. 
The limitation of the Health Promotion Model in respect to this study was the 
lack of emphasis on the factors that lead to the variables determining health 
promoting behaviour. While it was useful to look at the definition of health as a 
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variable affecting health behaviour and to relate that to implications for peer 
programming, it may also have been useful to relate health definitions to the 
experiences of street-involved youth. In order to gain further understanding of street-
youth health concepts, it would be helpful to study the experiences that lead to the 
differences in health concept or health definition formation among various sub-
populations of adolescents. 
The elements of the Health Belief Model that helped in framing some of the 
findings of this study were perceived barriers, an element from the original Health 
Belief Model, and social supports, an addition to the model as described in the 
Expanded Health Belief Model. 
A~cording to the HBM, an individual is less likely to take a health action if he 
or she believes that there are strong barriers to that action. As mentioned earlier, 
violence did not arise in definitions of health or even health concerns yet it was 
central to the lives of participants and was perceived as a negative element in their 
lives. Reflecting on this finding in light of the variables associated with the Health 
Belief Model, it is possible that the exclusion of violence when discussing health may 
be connected to a set of variables in the HBM called perceived barriers. Violence was 
discussed, not as something that could be changed, but as something that was a 
natural part of life, an inevitable part of existence over which one may exert little 
control. The perception that violence is something inevitable that one has little control 
over may be a barrier to taking action to reducing the threat of violence of the lives of 
street-involved youth. 
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The findings on peer affiliations and some of the informal peer-helping that 
already exists lends some support to the importance of social support in determining 
health action. Adolescence marks a period in a young person's life when the need to 
conform is high. That need to fit in with a peer group coupled with the added glue 
that is created within a marginalized group through pressure from the centre points to 
a very strong influence of peer groups on many aspects of street-involved youths' 
lives. In this regard, the Expanded Health Belief Model strengthens the applicability 
of the original HBM to marginalized or out-of-mainstream groups by recognizing the 
role of social support as a variable in its own right. It also helps address the critique 
that the HBM, and I would argue, other models derived from it such as the HPM, 
have leaned too hea'-:ily on the rational decision-making behaviour of individuals. 
When we begin to see individuals as part of a greater whole, part of a social group, 
then rational individual decision-making gives way to more complex choices made 
within the context of multiple social forces. For example, the literature and the 
findings of this study indicate that some street-involved youth place a great deal of 
faith in the intimacy and support of their relationships with their street families. At 
the same time, these youth often do not communicate serious problems to these same 
peers for fear a breach of confidentiality may lead to a change in their living situation 
or social status among the group. The importance of considering the broader social 
support network cannot be overemphasized, particularly when we are considering a 
marginalized group and the complexities of existing outside of the mainstream. 
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Implications of Findings for Peer Programming 
The variety of ways in which street-involved youth describe health and engage 
in peer-helping behaviours may be useful in peer health programming and delivery. 
Given the findings of previous studies on adolescent health concept and the 
arguments of Gillis ( 1994) in regard to the connection between health definition and 
health promoting behaviour, the finding that health concepts were generally quite 
narrow has implications for areas of emphasis in peer programs for street youth. If 
broader health definitions do have an effect on whether or not someone engages in 
health promoting behaviour, then a program that is founded on a holistic concept of 
health aimed at broadening the concepts of health among youth peer counsellors on 
the street is more likely to result in contributing to an increase in health promoting 
behaviours. In particular, given the findings, there may be a need to give particular 
emphasis to violence as a health threat in order to both have it incorporated into 
health language and to increase the self-efficacy of youth in dealing with it. 
An unrecognized strength among street youth may be rooted in their 
experiences both within the health care setting and outside of it. A history of 
counselling gave some participants a language with which to describe their own state 
of health. This ability to describe an aspect of themselves that is usually only reserved 
for discussions with counsellors could be tapped as a useful resource in speaking with 
other youth. Many youth in my study expressed the importance of listening to and 
understanding the stories and experiences of their fellow peers. The potential for the 
shared experience of street-related pressures or dysfunctional family history to serve 
as a basis for empathetic listening among street-involved youth may also be 
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developed into an integral part of an effective peer program. It is this strengths-based 
approach that I would recommend to Carr ( 1998) and other leaders in the field of peer 
programming when developing programs for street-involved youth. 
The place and role of the peer network in the lives of street-involved youth 
may be a useful foundation from which to build a programming approach for this 
group. For example, secrecy as a property of marginalization (discussed in Chapter 
Three) is important to keep in mind with street-involved youth and should be 
integrated into peer counselling programs in such a way that emphasizes the need for 
trust and confidentiality when appropriate. Because of the paths that their lives have 
taken, issues of trust and confidentiality in relations to peers were of paramount 
importance to the participants. Their relationship to trust is, however, paradoxical, as 
are their experiences with many values that they hold dear. Many street-involved 
youth are both victims and perpetrators of betrayed confidences. Recognition of this 
culture of secrecy should figure prominently in peer counselling programming and 
delivery, as these youth in particular may be hesitant to share confidences with others 
-both peers and adults. Peers, as the front-line workers in peer counselling, will need 
to be given a clear guidance as to which secrets must be shared and with whom. 
Adults who debrief regularly with the peer counsellors and provide a back-stop for 
more serious problems requiring professional attention will need to recognize that 
trust of adults or people who hold positions of authority may need to be nurtured with 
more care in programs involving street-involved youth. This could be done through 
frequent debriefing sessions with the peer counsellors. 
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Undertaking Health Research with Street-Involved Youth 
The path of enquiry I used was in part chosen in order to allow the youth to 
identify the issues that were most important to them. Although the interviews had 
some structure, when the participants were interested in exploring a particular area I 
abandoned the question format for a time in order to let information deemed 
important or relevant by the youth emerge. While I did not expect adolescents to 
provide me with rich responses to every question, I believe that they were capable of 
offering more than what they gave in some circumstances. In part, this was due to the 
language I used in the questions. Two words that I used were particularly problematic, 
community and health. 
At the beginning of the interviews, I wanted to access the feelings of intimacy 
or interdependence felt by street-involved youth in order to understand the lines of 
communication of support within their peer networks. Using the word community 
was not the best way to uncover this information. Because I did not ask them, it is 
difficult to know how the youth themselves would define a community. Hagan and 
McCarthy ( 1997) studied street youth in Vancouver and asked them to describe how 
they felt about the peers they spent time with as a way to explore their perceptions of 
community. When conducting exploratory research with groups, it is recommended 
that participants be invited to use their own words to define their relationships that 
will in tum allow them to create the language from which the researcher can then 
extrapolate and theorize. The question asked should not limit ideas but should instead 
open itself to possibilities of a range of responses. 
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The question posed when asking them to describe their experience with peer-
helping behaviours was "Has a friend downtown ever helped you with a health 
problem?" When the youth were having trouble coming up with answers, I broadened 
the question to include any kind of helping behaviour for problems they have 
encountered, but by then they had focussed on the word health and this affected their 
answers. Some of the words they used to describe health were often 
multidimensional; they rarely translated this more holistic view into practical terms. 
Accordingly, when I asked them to describe peer-helping in regard to their health, 
their answers did not reflect as broad a range of helping behaviours as I believe occurs 
in the street. While I was trying to uncover a range of behaviours in the spirit of 
health as a holistic concept, my language narrowed their thinking to a physical health 
range. I would recommend that in future health research with youth, questions should 
be phrased in such a way as to broaden thinking and encourage information about the 
many aspects of health, especially when the research is meant to be exploratory. 
The use of a tape recording device is not recommended for speaking with 
marginalized youth. They generally exhibit low self-esteem and have trouble 
maintaining eye contact. Most of the youth seemed to speak with me easily before I 
turned on the tape recorder, but the conversations were often laboured during actual 
recording. In some cases, their voices dropped to a level that was barely audible. I 
believe that the tape recorder emphasized the social distance between myself and the 
participants (Calnan & Johnson, 1985). Even though the youth seemed very 
comfortable with me, the interview style used emphasized that I was in an academic 
position and that they were somehow socially lower on the ladder. Their hesitant and 
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quiet responses reflected this perceived relationship. Where my aim was to value the 
knowledge of the periphery, the method of data recording actually affected the 
opposite process, where the power from the centre exerted itself on the periphery. 
While on an individual level, some of these youth may receive positive 
messages about their worth, on a societal level, they are acutely aware of how others 
see them. One young female participant in our first meeting together almost 
immediately told me how she got to be this way [on the street] and then went on to 
explain her pattern of violence with other young girls. I had not mentioned that I 
wanted to interview her on the grounds that there was something wrong with her and 
was. uncomfortable that she assumed that it was her failings that were the selection 
factor. When I was asking youth for their personal definitions and descriptions, the 
youth seemed hesitant to make a mistake and so gave what they believed were 
desirable answers (more about this described in Chapter Three). The hesitancy was 
related in part to the relationship between the participants and myself. Although there 
were periods where the youth seemed at ease with me, knowledge that we were 
playing the very different roles of interviewer and interviewee, academic and 
participant, stilted what could have been a more exploratory process. This may have 
been alleviated by a greater time commitment on my part. 
It is important to take a great deal of care and time when working with 
marginalized groups, in particular marginalized youth. These are young people who 
have often been let down by authority in terms of safe guardianship, and much of their 
contact with adults has not been strengths-based but has centred on negative factors 
such as crirninalbehaviour, emotional problems, homelessness and drug abuse. In 
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order to give them a sense of their own worth and the value of their contribution, it is 
recommended that the researcher spend a significant amount of time with street-
involved youth before and after data collection. In this study, I spent a small amount 
of time unconnected to data collection with the youth and tried to engage in a 
reciprocal information sharing relationship by offering health education through both 
HIV I AIDS information and through a peer health counseling course. While I was 
limited by time and access to the youth in the cases where they were difficult to 
contact, committing more time and effort to contacting them and meeting with them 
both before and after the course may have been beneficial in two ways. First, it may 
have enriched my research through a better understanding of the lives of street-
involved youth and second, it may have given the youth a better sense of commitment 
and concern on the part of myself as an individual and myself as a representative of 
academics as a group that have genuine interest in the knowledge, skills and 
information held by marginalized groups such as street-involved youth. I would 
recommend that those interested in conducting research with marginalized youth 
begin the process only after ensuring that there will be enough time set aside to do 
justice both to the research process and to the participants. The time spent not only 
informs the research but also contributes to bridging the gap between the periphery 
and the centre. 
Conclusion 
This exploratory study examines some of the thoughts, feelings and 
behaviours of street-involved youth in relation to health concepts and peer-helping 
behaviours and attitudes. The findings point toward a need for an increased 
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understanding of this group of adolescents in order to equip them to better support 
one another. An understanding of the social context in which street-involved youth 
live, particularly with regard to the effects of marginalization on their social 
environment, will benefit any attempts to design health programs targetting this 
group. Components of both the Health Belief Model and the Health Promotion Model 
can be modified using health education strategies and the potential benefit of peer 
education can be increased. Further research is recommended with a larger number of 
participants to determine the underlying factors that differentiate health concepts and 
peer-helping behaviours of street-involved youth. 
A holistic approach to peer counselling that aims to broaden the definition of 
health among the peer counsellors and those they work with on the street, as well as a 
strengths-based approach that positively utilizes experiences of the youth, will 
contribute to a more effective peer program design and ultimately to an increase in 
health-promoting behaviours among street-involved youth. 
89 
References 
Barnett, F.C. ( 19.89). The relationship of selected cognitive-perceptual fac,tors 
to health promoting behaviours of adolescents. Unpublished doctoral dissertation, 
University of Texas, Austin. 
Becker, M. (1974). The health belief model and personal health behaviour. 
Health Education Monograph, 2, 236-473. 
Bentler, P.M. (1987). Drug use and personality in adolescence and young 
adulthood. Child Development, 58, 65-79. 
Boehm, K.E. , Schondel, C.K., Marlowe, A.L., & Rose, J.S. (1995). 
Adolescents calling a peer-listening phone service: Variations in calls by gender, age, 
and season of the year. Adolescence, 30 (12), 863-872. 
Bradley, J. (1997). Runaway youth: Stress, social support, and adjustment. 
New York: Garland publishing, Inc. 
Bunton, R., & MacDonald, G. (1993). Health Promotion: Disciplines in 
diversity. New York: Routledge. 
Bums, A.C. (1992). The expanded health belief model as a basis for 
enlightened preventive health care practice and research. Journal of Health Care 
Marketing, 12 (2), 32-46. 
Calnan, C., & Johnson, B. (1985). Health, health risks and inequalities: An 
exploratory study of women's perceptions. Sociology of Health and Illness, 7 (1), 
66-75. 
Caputo, T., Weiler, R., & Kelly, K. (1994). Phase II of the runaways and 
street youth project: General introduction and overview. Ottawa: Solicitor General 
Canada, Ministry Secretariat. 
Caputo, T., Weiler, R. & Green, L. (1997). Survey of peer programs for out-
of-mainstream youth in Canada. Ottawa: Solicitor General Canada, Ministry 
Secretariat. 
Carey, M.A. (1995). Comment: Concerns in the analysis of focus group data. 
Qualitative Health Research, 5 (4), 487-496. 
Carey, M.A. & Smith, M.W. (1994). Capturing the group effect in focus 
groups: A special concern in analysis. Qualitative Health Research, 4 ( 1 ), 123-127. 
Carr, R. (1998). Out-of-the-mainstream youth. The Odyssey, 4 (1), 1-18. 
90 
Colantonio, A. (1988). Lay concepts of health. Health values: Achieving high 
level wellness, 12 (5), 3-7. 
Crabtree, B.F., & Miller, W.L. (1992). Doing qualitative research. London: 
Sage Publications Inc. 
Delgado, M. ( 1997). Strengths-based practice with Puerto-Rican adolescents: 
Lessons from a substance abuse prevention project. Social work in education, 19 (2), 
101-112. 
Denzin, N.K. (1989). Interpretive interactionism. Newbury Park, CA: Sage. 
Denzin, N.K., & Lincoln, Y.S. (1994). Handbook of qualitative research. 
London: Sage. 
Eisen, M., Zellman, G.L., & McAlister, A.L. (1992). A health belief model-
social learning theory approach to adolescent's fertility control: Findings from a 
controlled field trial. Health Education Quarterly, 19, (2), 249-262. 
Eron, L.D., Gentry, J.H., & Schlegel, P. (1994). Reason to hope: A 
psychological perspective on violence & youth. Washington, D.C.: American 
Psychological Association. 
Gillis, A.J. ( 1994 ). Determinants of health-promoting lifestyles in adolescent 
females. Canadian journal of nursing research, 26 (2), 13-28. 
Guba, E.G., & Lincoln, Y.S. (1981). Effective Evaluation. San Francisco: 
Jessey-Bass, 1981. 
Hagan J., & McCarthy, B. (1997). Mean streets: Youth crime and 
homelessness. New York: Cambridge University Press. 
Hall, J.M., Stevens, P.E., & Melies, A.L. (1994). Marginalization: A guiding 
concept for valuing diversity in nursing knowledge development. ANS: Advances in 
Nursing Science, 16 (4), 23-41. 
Hanna, K.M., & Jacobs, P. (1993). The use of photography to explore the 
meaning of health among adolescents with diabetes. Issues in Comprehensive 
Pediatric Nursing, 16, 155-164. 
Harper, G., & Carver, L. (1999). Out-of-the-mainstream youth as partners in 
collaborative research: Exploring the benefits and challenges. Health Education and 
Behaviour, 26 (2), 250-266. 
J anz, N .K., & Becker, M.H. (1984 ). The health belief model: a decade later. 
Health Education Quarterly, 11 (Spring), 1-47. 
91 
Krippendorf, K. ( 1980). Content analysis: An introduction to its methodology. 
London: Sage. 
Laggarty, L. (1996). What is ... content analysis? Medical Teacher, 18 (2), 99-
102. 
Leblanc, S. (1997, June). Consistent and persistent: A necessary response to 
children involved in prostitution. Prince George, BC: Downtown Service Providers 
Committee of Prince George. 
Lindholm D., & Eriksson, K. ( 1998). The dialectic of health and suffering: 
An ontological perspective on young people's health. Qualitative Health Research, 8 
(4), 513-525. 
McCarthy, B. (1995). On the streets: Youth in Vancouver. Victoria, British 
Columbia: Ministry of Social Services. 
McCormack, D., & Gooding, B. (1993). Homeless persons communicate 
their meaning of health. The .Canadian Journal of Nursing Research, 25 (1), 33-45. 
McCreary Centre Society. (1994). Adolescent health survey: Street youth in 
Vancouver. Prepared by Larry Peters and Aileen Murphy. Vancouver: The McCreary 
Centre Society. 
Marcus, R.F. (1996). The friendships of delinquents. Adolescence, 31 (121), 
145-158. 
Millstein, S.G., & Irwin, C.E. (1987). Concepts of health and illness: 
Different constructs or variations on a theme? Health Psychology, 6 (6), 515-524. 
Nathanson, C., & Becker, M. (1983). Contraceptive behaviour among 
unmarried young women: A theoretical framework for research. Population and the 
environment, 6, 39-59. 
National Round Table on Aboriginal Health and Social Issues. (1993). The 
path to healing: Report of the national round table on aboriginal health and social 
issues. Ottawa: Royal Commission on Aboriginal Peoples. 
O'Reilly Fleming, P. (1993). Down and out in Canada: Homeless Canadians. 
Toronto: Canadian Scholar's Press. 
Patton, M.Q. (1990). Qualitative evaluation and research methods. London: 
Sage. 
92 
Pender, N. (1987). Health promotion in nursing practice. Norwalk, CT: 
Appleton and Lange. 
Perry, C.L. , & Kelder, H.S. (1992) . Models for effective prevention. Journal 
of Adolescent Health, 13, 355-363. 
Petosa, R., & Jackson, K. (1991) . Using the health belief model to predict 
safer sex intentions among adolescents. Health Education Quarterly, 18, (4) , 462-477 
Piaget, J., & Inhelder, B. (1958). The growth of logical thinkingfrom 
childhood to adolescence. (A. Parsons, trans). New York: Basic Books. 
Plympton, T. 1997. Homeless youths creating their own 'street families'. 
London: Garland Publishing. 
Prince, F. (1995). The relative effectiveness of a peer-led and adult-led 
smoking prevention program. Adolescence, 30, 187-194. 
Raychaba, B. (1993). Pain ... lots of pain: Family violence and abuse in the 
lives ofyoung people in care. Ottawa: National Youth In Care Network. 
Redman, K. L. (1993). The process of patient education. (7'h ed.). 
Washington, DC: Mosby-Year Book, Inc 
Rew, L. (1995). Adolescents' perceived barriers to healthcare services. 
Journal of Child and Adolescent Psychiatric Nursing, 8 (4), 5-13. 
Rosenstock, I.M. (1974). Historical origins of the health belief model. Health 
education monograph, 2, 328-335. 
Rosenstock, I.M., Strecher, V.J., & Becker, M.H. (1988). Social learning 
theory and the health belief model. Health Education Quarterly, 15 (Summer), ·175-
183. 
Sherman, D. ( 1992). The neglected health care needs of street youth. Public 
Health Reports, 107, (4), 433-440. 
Silverman, 1. (1993 ). Interpreting qualitative data: Methods for analyzing 
talk, text, and interaction. Newbury Park, CA: Sage. 
Smart, R.G., & Walsh, G.W . (1993). Predictors of depression in street youth. 
Adolescence, 28 (109), 41-53. 
Smart, R.G., & Ogbome, A.C. (1994). Street youth in substance abuse 
treatment: Characteristics and treatment compliance. Adolescence, 29 (115), 733-
745. 
93 
Task Force on Safeguards for Children and Youth in Foster or Group Home 
Care. (1997). Report of the Task Force on Safeguards for Children and Youth in 
Foster or Group Home Care. Victoria, BC: Minister for Children and Families. 
Terrel, N.E. (1997). Street life: Aggravated and sexual assaults among 
homeless and runaway adolescents. Youth & Society, 28 (2), 267-290. 
Torres, T., Fernandez, F., & Maceira, D. (1995). Self-esteem and value of 
health as correlates of adolescent health behaviour. Adolescence, 30, (188). 403-412. 
Weiler, R.M. (1997). Adolescents' perceptions of health concerns: An 
exploratory study among rural midwestern youth. Health Education and Behaviour, 
24 (3), 287-300. 
Young, I., & Williams, T. (1989). The healthy school. Edinburgh: Scottish 
Health Education Group. 
Youth Around Prince George. (1996, December). Youth consultationfinal 
report. Prince George: Author 
94 
Appendix One 
August 1997 
Researcher: Tracy Dolan 
Telephone: xxx-xxxx 
Letter of Consent 
UNBC Community Health Program 
To the participant, 
I am interested in working to improve health programs for youth who hang 
out downtown by finding out more about their health concepts, health priorities, and 
how they pass and receive health information. I will ask you questions about your 
definitions of health, your health concerns, and where you go for information about 
health. The information will be used to help me complete my thesis so that I can 
graduate form UNBC with a Master of Science in Community Health. You should 
read the bottom section of this letter carefully and if you agree, you can sign in the 
place marked 'participant.' 
I agree to participate in this interview and understand that I am free to withdraw from 
the interview at any time. I also understand that my responses will be kept 
confidential and that I will be identified in the research materials (transcripts, field 
notes, and final document) by a pseudonym (false name) and not by my real name. 
Participant: ___________________ _ 
Researcher: -------------------------
Date: _______________________ _ 
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